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communication is as adaptable and as flexible as your needs demand. 


1-WAY ....... One transceiver writes to one receiver. 

2-WAY(!)....... » Two transceivers write to each other. 

MULTIPLE(!). . . .. A transceiver writes ta any number of receivers 
at the same time. 

SELECTIVE(!)(2) .... . A transceiver selects any one — or any group — 
of receivers to write to at a specific time. 

INTER-(1)(2) . . . . . « Each transceiver on this system has full 

COMMUNICATING selectivity power to write to one, a group or 
all other transceivers in the system. 


. (1) A “lock-out” switch automatically prevents more than one message 
from being received on a receiver at the same time. 

(2) Selector keys are required for Selective and Inter-Communicating 
Systems. 


For information concerning telescriber use in Late Charge Control, Admissions, 
Discharges, Out-Patient File Control, Diet Control, etc., write to Dept. A-35. 


TelAutograph - ORPORATION 


16 WEST 6IST STREET . NEW YORK 23, N. Y. 


Seryic® *Trade-Mark 


INSTANT HANDWRITTEN COMMUNICATION 

1 WAY | 2 WAY | MULTIPLE | SELECTIVE | INTER-COM. 
HOW FLEXIBLE IS 
TELESCRIBER COMMUNICATION? 
1 


~ 
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$pecial finesse 


Your patient often judges your operation 
to skin | by the appearance of the skin incision and % 
74 : the final scar. With D. & G’s product 1682, . 
| suturing you accurately coapt the skin edges 
, wound on the face, neck, breast or extremities 
and are sure of minimal scarring: 
1682 is the D & G Dermalon® monofilament’ 
nylon suture with attached ATRAUMATICS 
needle CE-4 (% circle cutting pointy. 


Dermalon nylon sutures . - 
— > have the excellent tensile strength of nylon 
ore easily removed, with little poin 
cavse minimal tissve reaction 
have o distinctive blue color to make 


ERE them easily discernible 
| Ask your suture ourse to have Dovis & 
Geck’s product number 1682 reacly for all Dermalon suture 
ee _ } skin closures. Keep product 1682 to sizes 6-0 with attached 
to CO on hand for closing trayvmati¢ and 
minor surgery wounds at the office. D & G 
_ Atraumatic needles come to you in over roe 9 om 
‘300 needle-suture combinations. actual size 


ie’ Needles 


Davise Geck. Ine. 
A OF AMERICAN (yanamid COMPANY 


® 
e 57 Willoughby Street, IG> Brooklyn 1, N. Y. 
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Vitamins for Baby 
that stay fresh ¥f | 


No more need to worry about shelf deterioration of , 


Drops’ seals in the freshness—protects heat and | I) 


vitamins for little tots. The packaging of ‘Vi-Mix | 


| moisture-labile vitamins (especially Biz) by keep- } | | | 
| 


ing them in stable, powder-dry form until ready for 


Hl use. Until mixed, no refrigeration is required. Phar- 


| | 
| macist or parent adds the separately packaged | 


vehicle to the bottle containing the powder. The 


} | resultant solution is sparkling clear, | | 


fully potent. 


| 
Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. : 


Available in either 


30-cc. or 60-cc. packages. 


Drops 


(MULTIPLE VITAMIN DROPS, LILLY) 
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HOSPITALS 


The Journal of 


THE AMERICAN 
HOSPITAL ASSOCIATION 


VOLUME 27 NUMBER 5 


HospiTats is published the first of 
each month by the American Hospi- 
tal Association, 18 E. Division Street, 
Chicago 10, Ill. Entered as second 
class matter January 9, 1936, at the 
postoffice at Chicago, Ill., under the 
Act of March 3, 1879. 


Editorial staff: George Bugbee, editor; 
C. J. Foley, executive editor; Arnold A. 
Rivin, managing editor; Michael Les- 
parre, assistant managing editor; 
Newton J. Jacobson, production man- 


ager; Harold L. Levinson, Barbara 
Elsholz. 
Business staff: Bremen I. Johnson, 


business manager; Martha E. Mil- 
ler, assistant advertising manager; 
Robert C. McKay, circulation super- 
visor; Gordon A. Thoman, advertising 
sales, Chicago, telephone: WHitehall 
4-4350; George B. Janco, advertising 
sales, 72 Wall Street, Room 800, New 
York City 5, telephone: Digby 4-5570; 
Eugene C. Leipman, advertising sales, 
2060 E. Ninth Street, Cleveland 15, 
telephone: SUperior 1-1373. 


Advertising representatives: Ren Averill, 
oa E. Colorado Street, Pasadena 1, 


Advertising rates: Rates for classified 
and display advertising furnished on 
request. Member of the Audit Bureau 
of Circulations. 


Subscription rates: To member hospi- 
tals and associated personnel, $2 a 
year; to others, $3 a year. Single cop- 
ies, 30 cents, except two-part June 
issue, $1.50. 


Change of address: Notice should in- 
aude 1 the old as well as new address, 
including postal zone number. Four 
weeks’ notice is required. The local 
postmaster should be notified. 


Other periodicals: The American Hos- 

= Association also publishes 

ustez, the Journal for Hospital 

Governing Boards, a monthly publi- 

cation, and the Administrators Guide 

section, as Part 2 of the June issue of 
HOSPITALS. 


Copyright: May 1953 by the American 
Hospital Association. 
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B. F. Goodrich surgeons gloves 
offer these ten advantages 


ERE are ten features of 
B. F. Goodrich “Miller” brand 
surgeons’ gloves that mean satisfactory 
glove performance to you and to the 
physicians on your staff... 
1. Color coding that lasts as long as 


the glove . . . easy to sort. 
2. Made to withstand repeated steri- 
lization. 


3. Full range of accurate sizes. Large 

numeral marking front and back. 

4. Uniform gauge . . . made of pure 
rubber latex. 

5. Tapered fingers for better fit, extra 
comfort for surgeon. 

6. Tissue thin, even at fingertips, for 
added sensitivity. 

7. Full backs conform to natural shape 

of the hand — reduce fatigue. 
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8. Long, constricted wrists to fit snugly 
over cuff of gown. 


9. Strong between fingers where many 
gloves fail. 


10. No foreign particles between layers 
. . . because B. F.Goodrich gloves 
are all one layer. 


B.F. Goodrich Gloves are made in... 


“Miller” brand surgeons’ gloves, 
smooth surface in brown and white. 
“Cutinized” surface white only. Sizes 
6 through 10. 


“Special Purpose” gloves for those 
surgeons on your staff who develop 
allergic dermatitis when wearing ordi- 
nary gloves. Same tissue thinness as 
regular surgeons’ gloves. Identified by 
red cuff. Sizes 614 through 9). 


Examination gloves — same sensi- 
tivity, same protection as other B. F. 
Goodrich gloves but with shorter length 
cuff. Sizes 7 through 9. 


Order B. F. Goodrich gloves from 
your surgical or hospital supply dealer. 
He can also supply you with Koroseal 
sheeting and film and many other 
B. F. Goodrich products. The 
B. F. Goodrich Company, Sundries 
Division, Akron, Ohio. 


B.E Goodrich 


“MILLER” BRAND 


Surgeons Gloves. 
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HOSPITAL ASSOCIATION and ‘ALLIED MEETIN 


+ 


AMERICAN HOSPITAL ASSOCIATION 
55th Annual Convention—August 31-Septem- 
ber 3; San Francisco. 


REGIONAL MEETINGS 


Carolinas-Virginias Hospital Conference — 
May 2-7: cruise on the S. S. Queen of 
Bermuda. 

Middle Atlantic Hospital Assembly — May 
20-22; Atlantic City (Convention Hall). 


Tri-State Hospital Assembly—May 4-6; Chi- 
cago (Palmer House}. 


Upper Midwest Hospital Conference—May 
13-15: Minneapolis (Radisson Hotel). 

STATE MEETINGS 

Arkansas—May 4-5; Hot Springs [Arlington 
Hotel). 


California—October 29-30: Santa Barbara 
(Hote! Mor Monte}. 


THESE 


the Solution of Choice 


cutting edges. 
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Economical to use. 


PRICE 


Per Gallen $5.00 
Per Quart $1.75 


Ne. 300 B-P INSTRUMENT CONTAINER 
is suggested for your convenient and effi- 
cient use of BARD-PARKER CHLORO.- 
PHENYL. Holds up ‘te 8” instruments. 


me B-P GHLOROPHENYL 


containing HEXACHLOROPHINE (G-11*) 


for the Rapid Disinfection of Delicate Instruments 
for WARD « CLINIC + OFFICE 


Non-corrosive to metallic instruments and keen 


Free from unpleasant or irritating odor. 
Non-injurious to skin or tissue. 
Non-toxic, non-staining, and stable. 


Potently effective, even in the presence of soap. 


In choosing B-P CHLOROPHENYL, you avail 
yourself of a medium free from phenol (car- 
bolic acid) or mercury compounds . . . one 
highly effective in its rapid destruction of com- 
monly encountered vegetative bacteria (except 


tubercle bacilli). See chart. 


FEATURES 


*Trademark of Sindar Corp. 


Compare the killing time of this 
superior bactericidal agent 


Vegetative Bacteria |50% Dried Blood | Without Blood 


Staph. cures | min | 2 min. 


E. coli 


Strept. hemolyticus | 15 min. 1S sec. 


PARKER, WHITE & HEYL, INC. 


Ask your dealer 


Danbury, Connecticut 


Idaho—May 25-26: Pocatello (Bannock Ho- 
tel). 


Indiana — June 11-12; Indianapolis {Hotel 
Lincoln), 


Maine—June 19-20; Belgrade Lakes [Bel- 
grade Lakes Hotel). 


Mississippi — October 14-16; Buena Vista 
{Buena Vista). 


New Hampshire — May 27-28; Hanover 
(Mary Hitchcock Hospital). 


New Jersey — May 20-22; Atlantic City 
(Convention Hall). 


New Mexico — May 22-23; Albuquerque 
(Hilton Hotel). 


New York—May 20-22; Atlantic City {Con- 
vention Hall). 


North Carolina—June 5; Asheville (Battery 
Park Hotel). 


Oregon—May 13-14; Gearhart (Gearhart 
Hotel). 


Pennsylvania — May 20-22; Aflantic City 
(Convention Hall). 


Tennessee — May 8-10; Nashville (Andrew 
Jackson Hotel). 


Texas — May 12-14; Galveston {Buccaneer 
Hotel). 


OTHER MEETINGS 


American Association of Medical Record 
Librarians — October 5-9: San Francisco 
(Palace Hotel). 


American Medical Association — June 1-5; 
New York City (Waldorf-Astoria Hotel). 


American Physical Therapy Association — 
June 15-19; Dallas (Baker Hotel). 


American Society of X-Ray Technicians — 
June 28-July 2; Toronto, Canada (Royal 
York Hotel). 


Canadian Hospital Council — May 18-20; 
Ottawa (Chateau Laurier). 


Canadian Medical Associction — May 8-9; 
Montebello, Quebec (Seigniory Club). 


Catholic Hospital Association—May 25-28; 
Kansas City, Mo. [Municipal Auditorium). 


International Hospital Federation—May 25- 
30; London, England. 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street.) 


Institute on Operating Room Administration 
(in conjunction with Tri-State Hospital As- 
sembly) — May 5-6; Chicago (Knicker- 
bocker Hotel). 


Institute on Hospital Safety (in conjunction 
with Tri-State Hospital Assembly) — May 
7-8: Chicago (Knickerbocker Hotel). 


Institute on Hospital Laundry Management 
—May |1-12; Minneapolis {Radisson Ho- 
tel). 

Institute on Central Sterile Supply {in con- 
jurction with Middle Atlantic Hospital 
Assembly} — May 18-19; Atlantic City 
(Claridge Hotel). 


Institute on Hospital Pharmacy — June |5- 
19; Los Angeles (Loyola University). 
(Continued on page 166) 


HOSPITALS 


é 


Blickman stainless steel equipment with seamless, round-corner 
construction, speeds service in Hydrotherapy Department 


@ This stainless steel underwater treatment tank can be thoroughly cleaned and 
made ready for the next patient in a matter of minutes. All surfaces are smooth and 
continuous. There are no seams, crevices or joints of any kind. The highly polished 
stainless steel reduces adhesion of dirt and grime. Cleaning takes far less time and 
effort, because all corners and intersections are fully rounded. Complete asepsis is 
attained with a minimum of labor. This means that you save money every day you 
use this long-lasting unit. That’s why so many leading hospitals have standardized 
upon Blickman-Built hydrotherapy and physiotherapy equipment in sanitary stain- 
less steel. We invite you, too, to investigate and compare, before you buy. 


and corrosion, no matter how much 
hot, moist steam arises from the 
hyrotherapy tank. 


HOT SPRINGS Model Underwoter 
Treatment Tank—as used in 
St. Mary’s Hospital, E. St. Lovis, Ill. 
Designed for ready access to all 
parts of patient's body. After each 
treatment, tank is drained, scrubbed 
and brushed with surgical soap. P 
Cleaning is easy becouse of the 
polished stainless steel surfaces and 
the round-corner construction. Aer- 
ators circulate water through pres- 
sure action, not by electrical means. 
Danger of shock is eliminated. 


Below, left to right: HARVEY Model 
Stainless Steel Arm Bath permits 
patients to tolerate higher water 
temperatures as air is introduced 

to give swirling motion. RADCLIFFE 
Model stainless steel leg bath pro- 
vides a whirlpool action proved Ww 
efficacious in treating local areas 

to stimulate circulation. 


OTHER BLICKMAN-BUILT HYDROTHERAPY AND 
PHYSIOTHERAPY UNITS IN STAINLESS STEEL 
Sitz Baths @ Foot Baths @ Electric Bath Cabinets 
Straddie Stands @ Contrast leg and Arm Baths 
Flow Tubs @ Fomentation Sinks @ Control Tables 
Showers @ Irrigation, Shampoo and Pack Tables 
Utility Stands @© Hampers @ Chairs @ Stools 


S. BLICKMAN, INC., 3805 Gregory Ave., Weehawken, N. J. 


New England Branch: 845 Park Square Bidg., Boston 16, Mass. 


\ Send for Catalog 6-HYC 
describing and illustrating more 
* than 40 different items of stainless 
' steel equipment for Hydrotherapy 
and Physiotherapy Departments. 


3s, Blickman-Built 


You are welcome to our exhibit at the Middle Atlantic —— Assembly, Convention Hall, Atlantic City, N. ]., Booths No. 101, 
103, May 20-22, and to the Catholic Hospital Association Convention, Kansas City, Missouri, Booths No. 701, 703, May 25-28. 


MAY 1953, VOL. 27 7 


de 
7 
ABBOTT Model |-Beam Hoist of oll 
stainless steel remains free of rust 
% 
| 
4 ¢ “ 
2 
Se 
‘ ¥ 
‘ 
‘ 
} = in 
4 / | | 
| 
~ — j 
iis 
i 


PRESIDENT 


Edwin L. Crosby, M.D., Joint Commission on Accreditation of 
Hospitals, Chicago 10 


PRESIDENT-ELECT 
Ritz E. Heerman, California Hospital, Los Angeles 15 


PAST PRESIDENT 


Anthony J. J. Rourke, M.D., Hospital Council of Greater New 
York, New York 17 


TREASURER 
A. C. Bachmeyer, M.D., Box 180, R.R.2, Loveland, Ohio 


Board of Trustees 


Ray Amberg, watvereny of Minnesota Hos go Minneapolis 14 

Maj. Gen e E. Armstrong, Surgeon neral of the Army, 
Washington 

A. C. Bachmeyer, M.D., ex treasurer) 
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Edwin L. Crosby, M.D., -* officto (president) 

Miriam Curtis, R.N., Syracuse Memorial Hospital, Syracuse 10 
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Anthony J. J. Rourke, M.D., ex officio (past 

Tol Terrell, Shannon West Texas Memorial bene = Angelo 

J, Gilbert Turner, M.D., Royal Victoria Hospital Montreal 2 
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Committee on Coordination of Activities 


Edwin L. Crosby, M.D., chairma 
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Madison B. Brown, M.D., Roosevelt my. ital, New York 19 
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Richard W. Bunch, Bureau of Medical Services, Public Health 
Service, Washington 25 
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er” Texas 
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an 

Ronald ee: Blodgett Memorial H ital, Grand Rapids 6 

Leonard P. Goudy, secretary, 18 E. vision Street, icago 10 


. Council on Association Services 


Ray E. Brown, chairman 

James P. Dixon, M.D., Clinical Center, National Institutes of 
Health, Bethesda, 

Richard R. Griffith, Delaware Hospital, Wilmington 13 
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J. Harold Johnston, New Jersey Hospital Association, Trenton 9 

Karl P. Meister, D.D., Board of Hospitals and Homes of the Meth- 
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Robert D. Southwick, Concord Hospital, Concord, N. H. 

ee 2 Vanderwarker, Memorial Center for Cancer, New 
or 

Alvena H. Wood, R.N., William Booth Memorial Hospital, Cov- 


ington, Ky 


Committee on Women's Hospital Auxiliaries 


Mrs. Philander S. Bradford, chairma 
Mrs. Frederick N. Blodgett, New 7 Enatend Medical Center, Bos- 


ton 11 
Mrs. William J. Clothier, Graduate Hospital of the University of 
M United Hospital Fund, New York 17 
rs illiam ppen Davis, Un osp 
Mrs. pussell Hanson, Swift County Benson Hospital, Benson, 


Min 
rs. Mitchell Langdon, Dallas City-County Hospital, Dallas 4 
iles, Hopkins Baltimore 5 
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Mrs. J. A. Ochiltree, Deinor Hospital. St. aries Tl. 
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Elizabeth M. Sanborn, secretary, 18 E. Division Street, Chicago 1 
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Council on Government Relations 


William 8S. McNary, chairman 

A. F. Branton, M.D., Baroness Erlanger Hospital, Chattanooga 3 

Warren F. Cook, New England Deaconess Hospital, Boston 1 

Edison Dick, Passavant Memorial Hospital, Chicago 11 

Thomas P. Langdon, Hahnemann Hospital, San Francisco 18 

Fairmont General Fairmont, W. Va. 

Leo G. Sc meizer, Garfield Memorial Hospital, Washington 1 

Rt. Rev. — Charles A. gm Diocesan director of Hospitals, 
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aoe F. Whitaker, Emory University Hospital, Emory Univer- 


Albert’ V. Whitehall, secretary, Washington Service Bureau, 1756 
K Street, N.W., Washington 6 
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Jack Masur, M.D., chairman 
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Albert W. ae M.D., chairman 
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Robert F. Brown, MD. Doctors Hospital, Seattle 1 

Marcus D. Kogel, M.D., Commissioner of Hospitals, New York 13 
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Russell A. Nelson, M.D., Johns Hopkins Hospital, Baltimore 5. 

George C. Schicks, Sc.D., Hospital of St. Barnabas and for Women 
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Rt. i ae. George Lewis Smith, D rel of Catholic Hospi- 
ocese of Charleston. Aiken Cc. 
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... there are 
fewer patient calls...with the 


NIGHTINGALE 


This beautifully and functionally designed piece of furni- 
ture encourages patients to serve themselves. It makes 
quickly available such often used conveniences as adjust- 
able lamp, radio, outlet for razor, fan, etc., makeup mirror, 
book rest, towel racks, wash basin and soap dish and other 
facilities. Contains drawers and storage cabinet, too. Com- 
pact and exceptionally easy to clean. 

THE NIGHTINGALE is as beautiful as it is practical. 
Available in a variety of attractive colors to complement 
a wide range of color motifs. Send for a copy of the fully 
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EVERY BUYER SHOULD KNOW 
ABOUT HYPODERMIC NEEDLES 


“Why do Bishop BLUE LABEL needles assure less cutting?” 


Unlike other hypodermic needles, Bishop BLUE LABEL 
needles, with exclusive Rapier Point design, have no 
sharp cutting edge along the bevel. Instead, Blue Label 


“Why do BLUE LABEL needles prevent seepage?” 


Because the tissue is spread, not cut, the tissue forms a 
tight seal around the needle. When the needle is with- 


“How can BLUE LABEL needles cause less pain?” 


Because the sensory nerve endings are practically at the 
skin’s surface, the pain caused by a hypodermic needle 
is only in its initial penetration of the tissue. By having a 


needles rely on their rapier sharp point to pierce the tis- 
sue. Then its smooth, tapered bevel spreads the tissue. 
Because there is no cutting edge, there is no cutting. 


drawn, the tissue contracts like a rubber band. Seepage 
is almost impossible. 


sharper point for quicker, easier penetration, and no cut- 
ting edge to cut or tear additional tissue, Blue Label 
needles cause less pain. 


“I thought all stainless tubing was alike. Why is BISHOP tubing better?” 


Yes, all stainless tubing is alike . . . at the start. But the 
care of manufacture from the starting stock of 14% inch 
round tubing, all the way to the finished piece of hypo- 
dermic tubing, means the difference between clean, 
fracture-free tubing and inferior hypodermic tubing. 


“Why is Bishop ‘Quality Control’ better?” 


One hundred and eleven years of fabricating precious 
metals has instilled craftsmanship and care in every 
Bishop manufacturing process. Because of these high 
standards, Bishop is not content with statistical or “2% 
margin for error” control. Bishop standards include 


“How can BLUE LABEL needles save me money over other quality needles?” 


Because Bishop draws its own tubing, instead of buying 
from an outside source, Bishop’s initial cost is lower than 
other needle manufacturers. Because this saving is passed 
on to you, Bishop Blue Label needles sell for ap- 


Because Bishop is the only company to control every 
stage of needle manufacture from the drawing of the 
original tubing to the finished needle, only Bishop can 
assure you exacting control of the hypodermic tubing. 


individual inspection 
of every needle at 
10 vital stages of 
manufacture. 


proximately 10% less 
than other quality 
needles. 


J. BISHOP & CO. - Platinum Works « Medical Products Division 


Malvern 


Pennsylvania 
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When busy doctors, internes, nurses and office 
help have to laboriously transcribe clinieal notes and 
case histories themselves . . . or wait their turn to 
dictate to a limited number of secretaries and dicta- 
tion machines . . . hospital efficiency goes down, 
hospital costs go up. 

A Dictaphone Telecord installation is especially 
designed to alleviate this common problem in hos- 
pitals today. Up to 50% savings in time can be affected 


w 


Is your staff wasting time and money 
completing clinical records? 


by the right one of Telecord’s flexible adaptations. 


The Telecord system of network dictation permits 
any number to dictate at any time. All you do is pick 
up a phone and talk. No waiting for a stenographer, 
no “peak loads” in the transcribing department. 

Since the Telecord system is built around the 
famous Dictaphone TIME-MASTER, you are assured 
of unequaled performance, simplicity and economy. 
Dictaphone is the world leader in electronic machine 
dictation—in helping busy people get things done 
conveniently and efficiently. Your hospital will 
profit by a demonstration of the Dictaphone Tele- 
cord System. 


Send in the coupon for complete details! 


DICTAPHONE 


CORPORATION 
Greatest name in dictation 


IT’S AND 
SAID— DONE! 


é 


7 
Dictaphone Corp., Dept. HO $3 
$20 Lexington Ave., N. Y. 17, N. Y. | 
Please send me my free copy of “Dictation by Phone.” | 
Name 
| 
| 
Street Address 
City & Zone 
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anticipated and welcome than 
Spring. I think that perhaps the 
one thing the entire Crosby family 
has missed since we moved to the 
Midwest is the beautiful spring- 
time of Maryland. It’s a season 
most truly characterized by deli- 
cate azaleas in Maryland and 
cherry blossoms in Washington, 
C, 

And speaking of cherry blos- 
soms, they were in resplendent 
bloom when Maj. Gen. George 
Armstrong, Bert Whitehall and I 
visited Mrs. Oveta Culp Hobby re- 
cently. The purpose of our trip was 
to invite her to address the Ameri- 
can Hospital Association at its 
annual convention, scheduled this 


N° SEASON OF the year is more 
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next summer, as you know, in San 
Francisco. I’m happy to report that 
she was both charming and en- 
couraging, although she confessed 
to having received no less than 
1,200 requests to make personal 
appearances—of which she had 
granted but two! Of course, we 
will be delighted if we have the 
opportunity to welcome her to the 
American Hospital Association 
meetings in San Francisco in late 
August and early September of 
this year. 

The program for this year’s con- 
vention is shaping up very well. As 
I wrote last October, the American 
Hospital Association staff began 
working on the program immedi- 
ately after the ‘52 meeting in 


sin 


stick out? 


and above all be worm free. 


1847H North Main St. 


THE WORM 
IN THE APPLE 


Did you ever bite into a nice, shiny, red apple and have a little 
worm stick out his ugly head—or worse still, have no head left to 


In order to produce worm-free apples the farmer must spare no 
expense on insect sprays and must give his full attention and care 
to his orchard. His apples must not only look good but taste good, 


It is not hard to reproduce Diack Controls in looks—but to keep 
them “worm-free” requires constant laboratory vigilance, and the 
best grade of chemicals obtainable. 


When you are tempted to try a lower-priced control, remember 
that looks may be deceiving, efficiency may be sacrificed for price, 
and pennies saved may mean dollars spent in nursing care. 


When you buy Diacks you buy the best! 


SMITH AND UNDERWOOD 


Sole manufacturers of Diack Controls and Inform Controls 


Royal Oak, Mich. 
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Philadelphia. It is certainly grati- 
fying to all of us who have put in 
time on developing a stimulating 
program to learn that so many 
people are planning to attend this 
year’s West Coast meeting. I can 
assure you that it will be worth 
your while—every hour of it. 


May IS A MONTH noted for many 
fine things, including Children’s 
Day and, of course, the birthday 
of Florence Nightingale, an event 
that.the hospital field has been 
commemorating with its National 
Hospital Day on May 12 for a good 
many years. This year, however, 
there’s an important innovation. 
Upon the recommendation of the 
Association’s Committee on Wo- 
men’s Hospital Auxiliaries, the 
“Day” has been extended to a 
week. The Association is sponsor- 
ing for the first time National Hos- 
pital Week which begins on May 
10 and goes through May 16. 

To assist you with promotion of 
National Hospital Week, a compre- 
hensive public relations packet of 
helpful suggestions on how to use 
this seven-day period to focus at- 
tention upon the hospital and its 
services to the community has 
been prepared and distributed by 
the Association. I want to urge you 
to take advantage of National Hos- 
pital Week to tell the story of your 
hospital to the many persons it is 
serving. 


FRaseeny I had the privilege of 
attending the last meeting of the 
Armed Forces Medical Policy 
Council under the chairmanship of 
Dr. Melvin Casberg. Since the uni- 
fication program of the armed 
forces went into effect in 1947, this 
is the sixth change that has been 
made in an effort to unify the 
medical services of the military 
forces. Dr. Casberg was appoint- 
ed by the secretary of defense, 
Charles E. Wilson, as a special as- 
sistant to him on medical prob- 
lems. His advisory committee will 
be comprised entirely of civilians. 
And, for the first time, a hospital 
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new dual antibiotic combination 


in free-flowing aqueous suspension 


ready for instant use 


'lo-Cillia Aqueous-DS 


FLO-CILLIN AQUEOUS-DS 
affords the same well-known 
practical advantages as 
FLO-CILLIN AQUEOUS: 

a permanent, free-flowing 
drain-free suspension-solution 
ready for instant use 

without addition of a diluent. 


SUPPLIED IN 2 STRENGTHS, EACH IN 2 SIZES: 
1. 0.5 Gm. dihydrostreptomycin with 400,000 units 


crystalline procaine penicillin G per dose (2 cc.) 
Singie-dose vials (2 cc.) + Five-dose vials (10 cc.) 


2. 1.0 Gm. dihydrostreptomycin with 400,000 units 
crystalline procaine penicillin G per dose (3 cc.) 
Singie-dose vials (3 cc.) + Five-dose vials (15 cc.) 
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that 

revolutionized 

an age-old 
hospital 


FLEX-STRAW 


FOR USE IN BOTH 


PATENTS 
ALLOWED 
AND 

PENDING 


SAFE 
© SANITARY 
DISPOSABLE 
¢ NO BREAKAGE 
© NO STERILIZING 


ALL PACKING 500 TO BOX 
20 BOXES TO CASE OF 10,000 
CANADIAN DISTRIBUTORS— 


INGRAM & BELL, LTD. 
HEADQUARTERS, TORONTO 


FLEX-STRAW CO. 


4300 EUCLID AVENUE 


CLEVELAND 3, OHIO 


administrator has been made a 
member of the six-man commit- 
tee. His name, a familiar one to all 
of you, is Tony Rourke. His job: 
To help advise the armed forces 
on medical and hospital problems. 


O; CONSIDERABLE INTEREST in 
Washington recently was the tes- 
timony of Shirley Titus, repre- 
senting the American Nurses Asso- 
ciation, before the House Commit- 
tee on Education and Labor. She 
spoke on behalf of a Taft-Hartley 
Act amendment that would take 
away the nonprofit hospital ex- 
emption under this act. It is rather 
fascinating to watch powerful 
nursing groups in this Janusian 
role, speaking one way to govern- 
ment and another way to profes- 
sional people in the health field. 
Many of us feel that the Joint 
Commission for the Improvement 
of the Care of the Patient—the 
commission composed of nurses, 
physicians and hospital adminis- 
trators—sets the pace for what can 
be accomplished in the best pos- 
sible way: Through mutual under- 
standing and agreement. The rec- 
ommendations of this commission, 
published in the February issue of 
HOSPITALS, disclosed marked prog- 
ress in unity and represented ap- 
proved concensus of all three of- 
ficial bodies. With such a forceful 
commission in existence, it’s rather 
difficult for many of us to see why 
some persons in the nursing pro- 
fession feel that they must appear 
before Congressional committees 
to advance what they term their 
“economic security program.” 


A sessvrancy. THE problems of 
nursing are complex and we are 
all struggling desperately to sur- 
mount them. There are many en- 
couraging signs that we are mak- 
ing progress. One of them is the 
report by Marion Wright, based on 
a study made at Harper Hospital 
in Detroit. I had the privilege of 
reviewing the manuscript in its 
initial draft form and am pleased 
to report that it presents a thor- 
ough evaluation of present proce- 
dures and sound recommendations 
for improving them. It is excellent 
and I’m sure that you'll want to 
read it carefully when it is pub- 
lished. It’s the sort of exhaustive, 
critical and constructive study that 
would be initiated and conducted 
when and if the American Hospital 
Association creates an Institute of 
Hospital Affairs. 

In addition to nursing, there are 


many other problems in the area 
of professional practice that we 
would explore under the research 
and study program of the proposed 
AHA institute. 


| HOPE THAT YOU keep abreast of 
the newest publications of the As- 
sociation. It’s important that, as 
administrators, you not only try to 
read them but in addition—and 
this is most important—pass them 
on to the department head who can 
best put them to use. Again and 
again we _ encounter § situations 
where the administrator uninten- 
tionally neglects to forward per- 
tinent literature to the department 
head who is in a position to exploit 
its recommendations and effect 
economies and efficiencies. 

Be sure to read the material on 
safety that was sent out by the 
Association in February. Dr. Win- 
ford Smith taught me early in life 
how important that problem was 
to every administrator. And this 
was uncomfortably brought to 
mind just recently when I read 
about the fire at the home for the 
aged in St. Petersburg. You should 
ask yourself these important ques- 
tions: Have I taken all necessary 
precautions to prevent fire in my 
institution? Am I prepared to 
avoid catastrophe if a fire does 
occur? How adequate is our fire 
prevention equipment? Is it work- 


‘ing properly? What have we done 


about fire drills? 


Tue MATCHING PLAN is now 
known formally as the National 
interr Matching Plan. Considering 
the number of internships that are 
offered to graduates of medical 
schools, the NIMP has worked 
successfully in distributing the in- 
terns to those hospitals where they 
want to go and where they’re 
wanted. I hope that you’ve agreed 
to participate in the program and 
have sent in the necessary forms. 
They've been requested a bit early 
so that the National Intern Match- 
ing Plan can publish the list of 
participating hospitals sometime in 
September. 


Edwin L. Crosby, M.D., President 


American Hospital Association 


HOSPITALS 


| 
l 
= | 
= | 
custom | 
| 
he 
HOT and COLD LIQUIDS 
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| BOTH 2 
| UNWRAPPED 
AND 4 
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FEATURES 
T j Cc | Pilot Light — Intermittent “On 
| and Off’’— Constant Visual 
EVACUATOR.._ 
| Performs Efficiently During 
tor Wangensteen Prolonged Continuous Use. 


Range of Suction and 


Technique Pressure Minutely 
| Controlled. 
Suction 
Calibrated 
from 50 
4 to 250 
| cm. Water. 
CAT, Ne, 100-14 
_ Automatically 
Ventilated. 
oiseless— 
development of tim Vibrationless. 
new compact, 
Sklar Electric Sklar Ivory- 
Finish—Attractive 
to adequately provide tata in Appearance. 
the many and variable 
indications for controlled tow 
ction Bottie— 
Grade suction ond 32 Ounce Irrigating 
preoperative and Bottle—Trap Bottle. 
postoperative procedures. 
Mobile— 
The versatile and dependable Me. eet Stand Mounted on Casters. 
performance of this essential unit, i 
No Maintenance or Lubrication 
perfected after several years of research, -_ Required 
fulfills the ever-present demand for these 
clinical requirements. TWO YEAR GUARANTEE 


Aveilolite through accredited sure supply distributors. 


LONG. ISLAND CITY, N.Y. 
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SURGICAL 
than ever before 


1. Greater tensile strength: One of the strongest silks ever created— 
smaller diameter sizes can be used everywhere to minimize trauma 


and foreign body reaction. 


2. Withstands repeated sterilization: New Anacap Silk can be boil- 
ed or autoclaved six separate times without appreciable change in 
either strength or texture. In laboratory tests almost the full original 
strength is maintained even after 23% hours of boiling. 


3, Laster to handle: Firmer, not limp, Anacap Silk speeds operative technic, 
Braided by a new method that minimizes “splintering” and “whisk- 
ering” it passes readily through tissues. The ease of handling Anacap 


makes it a “new experience” in silk suturing. 


4, Absolute non-capillarity: Having no wick-like action, new Anacap 
Silk is resistant to body fluids and will not spread an early localized 


infection if it occurs. 


5./ houbly economical: Low in original purchase price, new Anacap Silk 
is also low in individual suture cost because of its long steriliza- 


tion life. 


In sizes 6-0 to 5 on spools of 25 and 100 yards; sterile in tubes with 
and without D ¢ G Atraumatic® needles attached 


DAVIS & GECK, INC. 


® 
57 Willoughby Street, IOy> Brooklyn 1, N. ¥. 
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Contingency fund 
We are building a small hospital for 


a community located 60 miles from the 
nearest metropolitan center. We are con- 
sidering a yearly “cushion fund” to be 
provided through municipal taxation in 
the event the hospital will require help 
from time to time. What is your opinion? 


It is wise, of course, to consider 
such a contingency and to have 
funds available. Sometimes corpor- 
ations and individuals in the hos- 
pital’s service area are able to pro- 
vide that type of assistance, and I 
should think it would be worth 
while investigating that possibility. 

If the community wants the hos- 
pital it must, of course, be cogni- 
zant of its responsibility to provide 
adequate support. Tax funds can 
be had for this purpose too, but be- 
fore accepting them the hospital’s 
board should investigate with care 
the obligations assumed by the 
hospital in accepting public money. 
In other words, if the provisions 
of such an arrangement were such 
as to provide a nominal degree of 
support for the hospital while, in 
turn, the hospital relinquishes a 
good deal of authority in regard 
to the professional conduct and 
business operation of the institu- 
tion, the board might deem such 
an arrangement unwise. 

For instance, the hospital might 
find itself obligated to care for 
all the community's indigent sick, 
while the funds provided for this 
purpose might be inadequate to 
meet the costs. 

Throughout the country hospi- 
tals are concerned with securing 
adequate reimbursement for the 
care of indigent patients, and the 
guiding principle has been that 
the care of these people should be 
paid for by the particular public 
agency in terms of full reimburse- 
ment for each patient, based on the 
cost of care rendered. In other 
words, if the hospital accepts mu- 


nicipal funds it should be clearly 
understood what obligations the 
hospital is assuming in accepting 
these funds before arrangements 
are finally completed.—HOwWARD F. 
CooK. 


Financing new construction 


Do you have available any material 
on hospitals financing new construction 
through the issuance of certificates which 
may be purchased and used at a later date 
in payment of hospital bills? I understand 
that this has been done, but we have no 
facts. 


There is nothing unethical or 
necessarily wrong in the financing 
plan which you are now consider- 
ing. Authorities in hospital admin- 
istration, however, do not general- 
ly recommend issuance of certifi- 
cates or financing construction 
through bond issues. In general it 
is felt that the financing of new 
hospital construction is a commun- 
ity responsibility and should be 
supported by voluntary gifts from 
individuals and industries who 
rely upon the hospital for service. 

The issuance of certificates to 
individuals in the community 
would not actually raise additional 
funds for the hospital but would 
merely defer the time of payment 
by the hospital. It would also in- 
volve the raising of hospital rates 
to patients who had not purchased 
certificates, and the amortization of 
these capital expenses would in 
large part fall on these individuals. 
This is equivalent to placing a tax 
on the sick at a time when they 
can least afford to pay it. In effect, 
it would put the hospital into the 
prepayment insurance business. 
Such a plan would be in conflict 
with the interests of Blue Cross, 


which should be supported by all. 


hospitals. 

I think it would be considerably 
better if your hospital were to plan 
on soliciting voluntary contribu- 


tions, without thought of repay- 
ment, from the entire community 
through an organized fund-raising 
campaign directed at the indi- 
viduals and corporations in the 
service area who will benefit from 
the expanded facilities HOWARD 
F. CooK. 


Admission to hospital 


When is a patient considered admitted 
to the hospital? Is it from the time he 
enters the admitting department, after 
examination by the doctor who determines 
whether or not he is to be admitted, or 
at the time he arrives on the floor to 


which he has been assigned? 


Admission to a hospital must 
be defined according to local cus- 
toms and circumstances. Some hos- 
pitals divide admissions into ad- 
mission for outpatient care and 
admission for inpatient care. 

I presume that you are referring 
to admission for inpatient care. 
Generally, this can be interpreted 
to mean that the patient is ad- 
mitted when he has been accepted 
for inpatient care by a responsible 
employee or agent of the hospital. 
In most instances, fulfillment of 
the formality by the admitting of- 
fice can be considered as admission, 
but this is a principle that is by no 
means uniform. At what precise 
moment the patient can be con- 
sidered to be admitted is a ques- 
tion that must be determined by 
the policies and methods followed 
by your hospital.—Dr. CHARLEs U. 
LETOURNEAU. 


X-ray ownership 


Who owns roentgenograms taken in a 
physician’s private office during the study 
of a patient's illness? Can you refer me 
to any legal decision in this matter? 


Courts have either held or rec- 
ognized that roentgenograms be- 
long to the physician who takes 
them, not to the patient (McGarry 
v. J. A. Mercier Company, 262 N. 
W. 296; Whipple v. Grandchamp, 
158 N. E. 270). This question has 
been presented on a number of oc- 
casions to the Bureau of Legal 
Medicine and Legislation of the 
American Medical Association, and 
to facilitate respunses to such in- 
quiries, the Bureau has prepared 
a statement that can be obtained 
on request.—(Abstract from the 
Journal of the American Medical 
Association, issue of April 12, 1952, 
Vol. 148, No. 15, p. 1364.) — Dr. 
CHARLES U. LETOURNEAU. 
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GiHora practical means of 
ing wasteful, inconvenient, time- 

consuming and questionably 
“(scientific method of sealing and 
~ Randling your supply of surgical 
solutions ... and routinely check- 
_ing the sterility of contents during 
long storage periods without 


breaking the hermetic seal. 

* 

— 

Air vent open 


allows escape of 
steam during . 
sterilization 


1 Supply Conservation . . . provides dustproof seal for re- 
* maining fluid when only partial contents of a container are used. 


2. Supply Conservation .. . eliminates need to utilize gauze, 
cotton, paper, string or tape to effect makeshift seal of question- 


~ Top of rubber collar depressed Air vent closed 
eo getcde the PRIMARY vacuum seal produces the 3 Supply Conservation ... reduces possibility of breakage or 


chipping damage to lips of Fenwal containers. 
Assures sterile 
p, Pouring surface. 4. Supply Conservation... POUR-O-VAC SEALS’ are re 
usable ... may be sterilized repeatedly . . . interchangeable for 
use with 500, 1000, 1500, 2000, 3000 ml. FENWAL containers. 
*A product of Fenwal Laboratories, Inc. 
™ ORDER TODAY or write us for detailed information 


CONTENTS POUR 
FROM A MACALASTER BICKNELL PARENTERAL CORP. 
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STERILE LIP v 243 Broadway Cambridge 39, Massachusetts 
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Final diagnosis 


We are confused about what to do when 
the final diagnosis of a deceased patient 
disagrees with the medical record. Can 
you please advise us? 


When a patient is deceased, the 
final diagnosis on the medical rec- 
ord should correspond to the cause 
of death on the death certificate. 
Sometimes, the autopsy findings 
are not available at the time the 
death certificate is made out and 
the cause of death may subsequent- 
ly turn out to be different from 


that originally reported on the 
death certificate. It is the law in 
most states to send an amendment 
of the death certificate to the office 
of vital statistics of the state. Simi- 
larly, if a final diagnosis has been 
entered on the patient’s record 
which is subsequently found to be 
wrong by the autopsy findings, the 
amendment should be made on the 
patient’s record. This is important, 
as there may be some serious legal 
implications involved in the correct 
reporting of the final diagnosis.— 
Dr. CHARLES U. LETOURNEAU. 


TYGON burgical TUBING is virtually 
a texiblh glass. Bending, twisting, con- 
forming'to the slightest touch, it also 
is highly translucent, non-reactive, and 
non-toxic. TYGON is practically inert to 
a wide range of acids, alkalies, oils, 
greases, solvent and water. It is ideally 
suited to hospital laboratory use. 

TYGON can be completely and re- 
peatedly sterilized with steam or bacteri- 


cides. It shows no reactivity with whole 


blood, blood plasma, saline, glucose, or 


other delicate solutions. It contains no 


pyrogen producing bodies. It does not 


coat. It drains free. It flushes clean 


easily. 

TYGON has the widespread approval 
of surgeons and hospitals. Its full flexi- 
bility, ease of handling, and long life 
make it an effective, economical medium 
of transmission for all laboratories. 


PLASTICS AND SYNTHETICS DIVISION uae 


THE UNITED STATES STONEWARE CO. 
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Medical staff organization 


What are the opinions on the closed 
versus the open medical staff? 


I wish to refer you to page 154 
of “Hospital Organization and 
Management,” a book written by 
Dr. Malcolm T. MacEachern, and 
published by the Physicians Rec- 
ord Company, Chicago, in 1949. 
On this page, Dr. MacEachern dis- 
cusses carefully the types of med- 
ical staff which can be chosen by 
hospitals. 

Both the open and the closed 
hospital staffs are recommended 
by Dr. MacEachern, depending 
upon the circumstances in the 
community. In general, the closed 
medical staff works better in cities 
where there are several hospitals 
and perhaps one or two universi- 
ties. The open medical staff is 
generally preferable in medium- 
sized and rural communities. The 
physicians available in your com- 
munity, their training and their 
tendency toward specialization are 
all important factors in the deter- 
mination of the type of staff to be 
adopted. This is a decision that 
must be taken by your own board 
of trustees in the light of local 
circumstances.—Dr. CHARLES U. 
LETOURNEAU. 


Nonprofit hospitals 


What are the advantages of being a 
nonprofit hospital and how does a hospi- 
tal change from one system to the other? 


Among the advantages accruing 
to a nonprofit hospital organiza- 
tion is the greater support of the 
community. It has been shown 
that where the community is rep- 
resented on the board of trustees 
of the hospital, much greater sup- 
port can be obtained than in the 
case of proprietary hospitals. An 
obvious advantage is the exemp- 
tion from taxation, status that is 
enjoyed by the nonprofit corpora- 
tion. In some areas, also, benefits 
under the Blue Cross Plan are 
available only to nonprofit hospi- 
tals participating in the plan. 

As to the procedure of making 
the change in policy, this is a mat- 
ter that can best be worked out 
by the attorney of the hospital. 
Nonprofit corporations are subject 
to the laws of the state, and these 
laws differ in the various states. 
Transfer of ownership can be made 
either by deed of gift or deed of 
sale. But it is preferable that the 
arrangements be made by an at- 
torney who is familiar with the 
local laws.—-DrR. CHARLES U. LE- 
TOURNEAU. 
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CASCADE UNLOADING WASHER 


Here's the tops in modern labor-saving washroom equip- 
ment. Push-button control empties entire washer load in 
less than a minute. Shorter down time between loads 
means more loads per day than possible with any 
manually unloaded washer . . . and this can be proven 
with facts! 


CASCADE REMOVABLE 
HORIZONTAL PARTITION WASHER 


ideal for laundries who demand good, thorough open- 
pocket washing with a minimum of manual labor . 
but who find it necessary to keep down their investment. 
After washing, the operator inserts lightweight aluminum 
partitions. Load then slides out easily. No stooping or 
reaching . . . unloading is easier, foster! 


THIS ONE 


unloads automatically! 


with THIS ONE 


work slides out easily! 


By offering both of these of 


WHICH ONE best Fits washers we ae to fit mens gn 
your laundry needs? v 


— was requirements. 
oth American Washers give you 
open pocket washing . . . so neces- 


AMERICAN 


LAUNDRY MACHINERY CO. 


CINCINNATI 12, 
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Here is a chance for you to ex- 
amine the facts on laundry washing 
equipment, without sales pressure 
and overwhelming claims. Ameri- 
can realizes that no two laundry 

rators have exactly the same 
problem. | 


sary for thorough soil removal. And 
you can have either one with Full 
or Semi-Automatic Control. 


The choice is yours! We'll be 
glad to look over = operation 
and help you make the right choice! 
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only AMERICAN gives you a choice 
7 
| 
and BOTH give you open-pocket washing! 
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lor intravenous 
infusion... 
now, lor the 
lirst time, 
available 

for general 
clinical 


Use 


Levugen 10% in Water is avail- 
able in 1 liter (1000 cc.) flasks, 
containing 100 Gm. of Levugen 
(Fructose, Mead), approximately 
400 calories. 
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evugen 


(FRUCTOSE, MEAD) 


The advantages of fructose for intravenous infusion have long been 
recognized. But limited availability of pure fructose has prevented 
its general clinical use. Now, extensive research in carbohydrate 
chemistry by Mead Johnson & Company has resulted in a practical 
and economical method of producing pure fructose. As Levugen 10%, 


in Water, it is available for intravenous use. 


Levugen (Fructose, Mead ) can be infused much more 
rapidly than dextrose, with better retention and less 


disturbance of Muid balance. 


Since Levugen is removed from the blood very rapidly, it does not 
produce high hyperglycemic levels or spill over into the urine in 
significant amounts even when it is infused in fairly high concentra- 
tion. Levugen can therefore be given much more rapidly than dex- 
trose, with less loss of calories through glycosuria. A liter of Levugen 
10% in Water can be given in the same time as a liter of 5% dextrose. 


Clinical Advantages of Levugen 

@ More rapid provision of calories 

@ Less loss of calories through glycosuria . 

@ More rapid formation of liver glycogen 

@ Less disturbance of fluid balance 

@ Shorter infusion time, with less discomfort for the patient 
@ Less time and trouble for hospital personnel 


can be infused more rapidly” 


Levugen 


(FRUCTOSE, MEAD) 


MEAD JOHNSON & COMPANY | EA 


Evansville 21, Ind., U.S.A. 
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Vue -TIP CONTROL— The beam of the Safelight is 


\ positioned with the speed and facility of a flash- 
¢ light in the hand. In its three most popular models, 
there is no counter-weight, no heavy ball to cause 
exasperating head injuries. Its internal counter- 
balancing mechanism is smooth, effortless, and 
uses no functional devices or manual locks. ( Note: 

y No. 51 does have counterweight. ) 


_ EXPLOSION-PROOF SAFETY — Castle Safelights are truly 

y Y safe from explosion because of their unique and 
, scientific construction. They meet all Under- 
writers’ requirements for hazardous locations. 
Patients and operating personnel are constantly 
guarded. Highly combustible gaseous mixtures 
cannot be ignited by any part of the Safelight or 

by phase of its use. This safety is mandatory in the 


operating room. 
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~ QUALITY OF LIGHT — Doctors using the Safe. 
_ light are amazed that its illumination so well com- 


pares with that of a major light. Its unique optics 
will illuminate the entirety of any deep cavity, yet 
without eye-tiring surface glare or contrast. With 
the Safelight, vision is better, easier and less 


fatiguing. 


‘rour 4-STAR MODELS — The most popular Safelight model 


is the No. 52, floor type with pantograph arm . 
available with 4-footed or circular base. The Wall 
and Ceiling types, Nos. 53 and 54, also feature the 
“easy-as-pointing-a-flashlight” adjustability. An 
alternate floor model, No. 51, has a conventional 
ball counterweight. Floor model casters are static 
conductive and provide complete stability in all 
lamphead adjustments. 


ORDER TODAY or write for complete information. 


WILMOT CASTLE COMPANY 
1276 University Avenue _— Rochester 7, N. Y. 


STERILIZERS AND LIGHTS 
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Hospital-community relations 


ON TAKING A NEW HOSPITAL ADMINISTRATIVE JOB 


HE PROBLEMS that beset an ad- 

ministrator when he moves 
into a new job are many and var- 
ied. As the new man in an estab- 
lished organization, he must make 
decisions that will affect his fu- 
ture with that hospital, with its 
staff, with its board and with its 
employees. Six administrators pre- 
sent below their thoughts on the 
question, “If you were going into 
a new hospital administrative job, 
which would you work on first— 
relationships or internal organiza- 
tion? What special thing would you 
try to do in either area?” 


A period of orientation would 
be necessary at first 


Ir I WERE GOING into a new ad- 
ministrative job, I would suggest 
to the board of trustees and others 
that it would take a year or longer 
before I could develop any sort of 
useful understanding of the prob- 
lems and oppor- 
tunities of the 
hospital, its 
medical staff, 
personnel, phy- 
sical plant, com- 
munity, systems 
and traditions. 

This attitude 
might help, as 
much as any 
other, to restore 
any wavering of 
stability caused 
by a shift in administration. 

As quickly as possible, I would 
get acquainted with the people 
that make up the hospital family. 
I would hope that a reception spon- 
sored by the board of trustees 
might be the means of my intro- 
duction to the entire board of trus- 
tees, the medical staff and heads 
of hospital departments and vol- 
unteer organizations. I would ar- 


MR. PERRIN 
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range a series of meetings of the 
entire hospital personnel by shifts 
so that I might be introduced or 
introduce myself to them. 

I would never forget that the 
hospital had been there for years 
before me and that it had had the 
benefit of good management and 
administration through the years 
or it would not be there. I would 
not be critical of my predecessors, 
ever. 

I would make sure that the fol- 
lowing groups were meeting regu- 
larly and functioning well: 

1. The joint conference commit- 
tee of the board of trustees and 
the medical staff. 

2. An administrative council 
composed of all department heads. 

3. A representative committee of 
workers from each department to 
study the improvement of patient 
care, economy of operation and 
hospital safety problems. 

4. A woman’s auxiliary. 

I would remember that the ad- 
ministrator is a servant, not a 
boss—that he must serve the pa- 
tients, the board of trustees, the 
medical staff, the hospital person- 
nel (both paid and volunteer), the 
community, the educational pro- 
grams within the hospital, and 
other hospitals everywhere. 

I would not forget that patients 
have great spiritual needs and I 
would quickly encourage the chap- 
lain service and make it as easy 
as possible for visiting ministers 
to see their sick parishioners. 

I would shun quick, disruptive 
changes. I would work on both re- 
lationships and internal organiza- 
tion but I would hope to have the 
time to take my time. And right 
at the start, I would substitute the 
word “we” for “I.”—-HAL G. PER- 
RIN, administrator, Bishop Clark- 
son Memorial Hospital, Omaha. 


should be studied 


FULL UNDERSTANDING of the rela- 
tionships of the hospital to the 
community is most important when 
one enters into a new hospital ad- 
ministrative job. 

Do the patients feel fortunate 
to have this hos- 
pital? Do the 
doctors believe 
it is keeping 
pace with the 
advances in 
medicine? Do 
the trustees 
want to provide 
the best possible 
hospital care for 
the community? 
If there is a 
medical school 
affiliation, how good is the rela- 
tionship? What does the Dean 
think about this hospital? Are the 
employees, busy, loyal and happy? 

A study of these relationships 
should provide the new adminis- 
trator with a wealth of opinion to 
serve as background. He must eval- 
uate this information, reserving, 
of course, his own final conclusions 
until after he has studied the hos- 
pital in operation. 

Even while engaging in this ap- 
praisal of relationship, the admin- 
istrator would also be at his job 
learning what (or who) makes the 
hospital function as it does. It 
would be a dramatic gesture to 
fire some department heads and 
bring in a new group of “experts.” 
A more stable and less disrupt- 
ing method would be to work with 
the existing organization and find 
out the exact areas of strength and 
weakness. It would soon become 
apparent what changes in organi- 
zation were required, if any. The 
administrator should be prepared 
to do whatever reorganizing is 
needed, whether small or great. 
Most of all, the administrator must 
provide dynamic leadership.—L. E. 
RICHWAGEN, administrator, The 
Mary Fletcher Hospital, Burling- 
ton, Vt. 


Establish relationships with 
employees, staff and board 


WHEN -AN ADMINISTRATOR is ap- 
pointed to a new hospital, it would 
be desirable to concentrate on re- 
lationships with the hospital per- 
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NOW -a PLASTER THAT 
STAYS FRESHER LONGER 


@ The long-life rubber adhesive mass used in Seam- 
less Pro-Cap is an exclusive formulation unlike any other 
used in ordinary plasters. Strict controls assure uniformity 
from roll to roll. It is guaranteed fresh. Fresh when you 
buy it. Fresh when you use it. Fresh long after ordinary 
tapes have dried out. Fresh because Pro-Cap freshness 
is built into the adhesive mass. 

Fresh Seamless Pro-Cap sticks on contact. Applied over 
long periods of time it will not slip or creep—requires 
virtually no “clean-up” after removal. 


Less Itching and Irritation 


The effective action of the fatty acid salts, zinc propio- 
nate and zinc caprylate, has been extended over the 


MAY 1953, VOL. 27 


NEW MAVEN 3, CONN., U. A. 


longer life span of fresh Seamless Pro-Cap. Write for 
copies of published medical papers. - 
Write for a FREE Sample 

Prove fresh Seamless Pro-Cap to your complete satis- 
faction. Use part of the roll now. Put it away for weeks, 
months. Use it again. You'll know what we mean by 
“built-in” freshness. Fresh Seamless Pro-Cap is sold 
exclusively through selected Surgical Supply Dealers 
and is available in either Regular or Service Weight. 


Rolls + Cotton Balls + 


A Complete Line of 
Surgical Dressings 
All-Gauze, Cotton- Filled and 

X-Ray Detectable Sponges + 


Hundred Yard Gauze Bandage 
Com- 
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sonnel while studying the internal 
organization of the hospital. 

One objective would be to be- 
come acquainted with the staff, 
board members and the local com- 
munity situation in order to be 
sure that the internal organization 
conforms to local requirements. 

A special objective would be to 
establish friendly relationships 
with hospital personnel in order to 
obtain willing and enthusiastic co- 
operation on any internal changes 
which might be considered neces- 
sary. 

Early changes in internal organ- 
ization by the new administrator 
are very likely to create apprehen- 
sion and ill feeling among the staff 
even though the changes are good 
ones. 

After one becomes acquainted 
with the personnel, one could dis- 
cuss with them the pros and cons 
of all situations affecting them and 
obtain their support in any re- 
organization which might be nec- 
essary.—J. E. DE BELLE, M.D., ex- 
ecutive director, The Children’s 
Memorial Hospital, Montreal. 


Evaluating the personnel should 
be the first task 


IF I WERE going into a new ad- 
ministrative job, I would work on 
relationships before attempting to 
make any changes in the internal 
structure. I would do so for the 
following reasons: 

1. An organi- 
zation is effec- 
tive in direct 
proportion to 
the knowledge 
and skill of the 
people holding 
key positions in 
it. 

2. With the 
present short- 
ages of skilled 
personnel, or- 
ganizations must 
sometimes be adjusted and molded 
to fit the personnel to staff it. 

3. The existing organization may 
be the best possible one, thus 
changes made too soon by the new 
administrator may not be in the 
best interests of the hospital and 
may arouse justifiable feelings of 
animosity. 

Concentrating on the individual 
people in the institution and the 
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relationships with one another 
gives the new administrator an 
opportunity to get acquainted, to 
assess the ability of key people, 
and to determine what additions 
or replacements should be made 
in strategic positions. 

The new administrator would 
have an opportunity to find out 
which people worked well with 
others, and what forces are at play 
within and without the institution 
which help or retard the progress 
of the hospital. As soon as the new 
administrator gets to know the 
people he has to work with and 
has had ample opportunity to 
evaluate the internal organization 
of the hospital, he can go about 
adjusting such organization if 
ample reason exists for doing so. 
If changes are made, they have a 
much better chance of being ac- 
cepted if those concerned feel that 
sufficient time and effort have been 
spent in determining the facts. 

Thus, a study of relationships 
rather than systems, particularly 
by an administrator entirely new 
to the situation, should be the in- 
itial task and should do the most 
to build up a loyal and productive 
organization.—ROBERT C. KNIFFEN, 
managing director, New Britain 
(Conn.) General Hospital. 


An understanding of needs 
and problems necessary 


AS IN MOST CASES the circum- 
stances under which an adminis- 
trator assumes a new administra- 
tive job alter the consideration of 
this question. First, is the admin- 
istrator assuming a job in a new 
hospital or is it 
an already es- 
tablished hospi- 
tal? Secondly, 
if it is in a hos- 
pital now op- 
erating, is the 
present organi- 
zation satisfac- 
tory or is there 
a pressing need 
for a reorgani- 
zation? 

It is also well 
to understand what is meant by 
the term “relations,”’ which I in- 
terpret to be those between the 
board and the staff and the ad- 
ministrator. In a new hospital, like 
priority should be given to the 
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consideration of relationships and 
internal organization. It is para- 
mount that the board, the staff, 
and the administrator have cor- 
dial relations from the first. This 
can be accomplished only by hav- 
ing each understand the other 
person’s problems and needs. This 
means that competence and trust 
must be established on the part of 
all parties. 

The establishment of a liaison 
committee has proved to be the 
best method of bringing this about. 
Such a committee would consist 
of representatives of the medical 
staff, the board, and the hospital 
administrator. It is essential to 
the success of this committee that 
meetings be held regularly, and 
enough time be devoted by the 
committee in order that it can 
thoroughly understand the prob- 
lems of the hospital that are with- 
in the scope of this committee. 

The best relations between the 
administrator, his board, and the 
staff, however, can be nullified by 
a poor internal organization. A new 
hospital cannot function with at- 
tention being directed only to re- 
lationships to the neglect of the 
internal organization. It is, there- 
fore, important that the admin- 
istrator make clear to them the 
scope of their activities and au- 
thority and what is expected from 
each department. 

If the hospital has been success- 
fully functioning for some time, it 
would be foolhardy for the admin- 
istrator to change things at once. 
He can strengthen any weaknesses 
that he finds in his new organiza- 
tion be it either in relations or in- 
ternal organization. If the organi- 
zation is faulty in either category, 
then changes must be made as soon 
as possible. If both the relations 
and internal organization are de- 
ficient, then the same conditions 
would exist as those pertaining to 
a new hospital, both demanding 
an equal priority.—FRANK J. WAL- 
TER, administrator, Good Samar- 
itan Hospital, Portland, Ore. 


One should work concurrently 
on both areas 


IT IS ASSUMED that relationships 
are considered here to refer to the 
external relationships existing 
outside of those that are a part 

(Continued on page 170) 
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Overbed 
Tables 


Easily the STRONGEST MADE 


If you want strength, beauty and hospital efficiency combined in one 
overbed table, it's pictured here in Hard’s Model 4453. The double 
telescoping upright makes it rock-rigid at all elevations. The vanity 
mirror combination is double-hinged for use from either side of the 
bed. Other features include a large, removable, enameled metal tray 
...acid resisting Formica top with adjustable chrome plated book 
lips... precision engineered gears for whisper-quiet operation... large 
rubber casters and rubber foot guard to protect base when nurse 
adjusts elevation. The ultimate in Overbed Tables, it is made the 
one way we know —the quality way—the HARD way—to render 
Life-Long service. See your hospital supply dealer. 


HARD WANUFACTURING 
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MORE DOCTORS ADVISE IVORY THAN ANY OTHER SOAP! 


Women here soak their left arms 
in one soap solution and 

right arms in a second soap 
solution, After a measured 
interval the arms are examined to 
compare the effects of various 
soaps on the skin. 


One of a battery of mechan- 
ical freezers at work 
turning out an endless bar 
of pure Ivory Soap. 


The blue and white wrap- 
pers are ‘ Rolled on" in 
this miraculously speedy 
wrapping machine, 


AS ZEALOUSLY SAFEGUARDED 
AS YOU SAFEGUARD 


Every possible precaution is observed in the making of HUMAN LIFEe-e 
Ivory Soap to maintain its justly famed purity. 

To you who minister to suffering 

humanity—using every safeguard that science and medical 

skill make available—this fact should be of particular significance. 


For it means that you can trust Ivory always. Trust it to 
perform as a fine soap should perform in 
cleansing the skin thoroughly, safely, agreeably. 


The fact that Ivory has long been the most widely accepted 

soap in countless fine hospitals offers convincing proof that its fine Z 

qualities are fully appreciated. Is yours an Ivory hospital? -_g 
Ivory Soap in the popular unwrapped 3-ounce 

PrectirvSentl size (packed weight) is available for hospital use. There 


CINCINNATI, OHIO are four smaller sizes, too—wrapped or unwrapped. 


99 44/100% Pure — 
It Floats 
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‘The Key to: 
STERILE INSTRUMENTS for the HOSPIT ‘AL 


his is a reproduction of the cover on our new catalog describing 
a complete series of Sterilizers for Instruments, ranging from the small boiling type to the 
large pressure rectangular sterilizer. Units available for every application in Hospitals of 
any size e Write today for your copy of this informative and beautifully illustrated brochure. 


AMERICAN STERILIZER COMPANY 


ERIE * PENNSYLVANIA 
TABLES AND LIGHTS "4 


Dept. HB-5 


DESIGNERS AND MANUFACTURERS OF SURGICALMSTERILIZERS, 
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hepatitis-free 
blood plasma 


substitute: 
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Plazmoid 
Trademark Reg. U.S. Pat. Off. 


Plazmoid is purified gelatin in isotonic 
solution of sodium chloride. 
It parallels plasma in colloidal 


i osmotic effects, yet is much 
LF _ less expensive, and free of the 
pa ee possibility of transmitting serum jaundice. 


Available in bottles of 500 and 1,000 cc. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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(Above) Fitted with fracture frame. 
(Below) Foot end removed, showing 
All-Positions spring. 


—_ 


the Versatile NEW 


Basic bed for use as ordi 
bed, with safety —~ 4 


Recovery Bed 
Labor Bed 
Fracture Bed 

Eye Bed 

Delivery Bed 
Neurological Bed 
Examination Bed 


hospital 
i sides and Hall Mt. 
Sinai All-Positions adjustable spring. 


BASIC HOSPITAL BED 
QUICKLY CONVERTS FOR 
ANY EMERGENCY INTO— 


HALL GENERAL UTILITY 


Now — after years of intensive research and develop- 
ment—Frank A. Hall and Sons presents a completely 
new kind of hospital bed—engineered and standard- 
ized for the widest possible uses at the lowest possible 


cost. 


FOR ANY EMERGENCY — Here is the ideal adjustable 
spring for ordinary hospital use. Yet, without moving 
the patient, bed can be quickly and easily transformed 


for a wide range of special uses—from an eye bed to 


an orthopaedic bed with full overhead Balkan frame. 


FRANK A. 
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& SONS 


HOSPITAL BED 


NO BRACKETS OR ATTACHMENTS — Fittings built 
into this new bed permit smooth, easy insertion and 
removal of parts such as head and foot, canopy rods 
and irrigation rods. Dependable Hall Mt. Sinai All- 
Positions adjustable spring; permanent sliding safety 
sides with roller bearings, operated on stainless steel 
rods; spacious sliding drawer for personal effects, 
optional. 


WRITE FOR INFORMATION — Write for complete, 
illustrated literature on this rugged, high quality bed 
that is always ready for any emergency. 


GENERAL OFFICES: 

120 BAXTER ST., NEW YORK 13 
SHOWROOMS: 

200 MADISON AVE., NEW YORK 16 


ESTABLISHED 1828 
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DIETETIC FOODS 


= boon to the millions whose 
7 caloric intake must be reduced 


Theoretically it is not difficult to organize a diet which will ade- 
-_ quately reduce the caloric intake of the individual so that orderly 
— weight loss occurs. If human beings ate only to satisfy hunger, it 
: would not be so difficult for obese patients to stay on a weight 
reduction regimen. 
P Their excessive appetites and the exaggerated importance 
; which eating occupies in their lives may well be related to psy- 
chologic aberrations and obscure frustrations. It is this very per- 
| version of the appetite that makes it so difficult for the obese to 
; remain on the reducing diet—so many of the foods prohibited are 
the very ones that are most pleasurable. 

Even on a well-organized high-protein diet, in which hunger is 
aa held in complete abeyance, the craving for something sweet be- 
7 comes more and more intense, and if self-discipline is not suffi- 

| ciently rigid, ‘‘cheating’’ results. 

Tasti-Diet Low-Calorie Dietetic Foods are especially designed 
| to overcome this problem. Because of their unique processing 
(without sugar) their caloric content is as much as 70% less. 


ir Tasti-Diet Dietetic Foods—an array of 36 low-calorie fruits, 
a vegetables, salad dressings, puddings, jellies, and gelatin desserts 
7 —can make the difference between success and failure in any 
wa weight reduction program. Through their use the reducing diet 
a can provide—within the realm of the proper caloric limitation— 


-an abundance of salads with tasty dressings, luscious fruits in a 
sweet, rich, syrup-like liquid, delicious desserts and jellies that 
satisfy the craving for sweets. 


. Physicians are invited to send for 
ie literature and a representative sample 
of each category of the foods mentioned. 


FLOTILL PRODUCTS, INCORPORATED 
TASTI-DIET DIETETIC FOODS DIVISION 


Stockton, California 


Tasti-Diet Dietetic Foods are special purpose foods 
processed to meet specific dietetic needs. Tasti-Diet 
canned fruits, jellies, and desserts (no sugar added) 
are sweetened with nonnutritive artificial sweet- 
eners; Tasti-Diet canned vegetables are processed 
without the addition of salt or sugar; Tasti-Diet dress- 
ings, containing no sugar or mineral oil, are pre- 
pared especially for low-calorie, low-sugar, and 
diabetic diets. 


TASTY 
JELLIES 
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ETHICON 


SUTUPAK 


dry, sterile, pre-cut sutures 


ready for use pre-cut strands in convenient lengths 


laboratory sterilized in sealed tubes 
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ADVANCE IN SUTURE PROTECTION 


PINK” 


The “Tell-Tale Pink’’ Leak Detector 


unerringly points out a leaky tube by 


turning the white label or reel a bright 


“tell-tale pink.’ The new storage fluid, a 


component of this superior leak detector, 


is both colorless and nonstaining. 


ETHICON SUTURE LABORATORIES INCORPORATED 


NEW BRUNSWICK NJ. 


THE STORY 


LABEL WHITE—TUBE INTACT 
LABEL PINK—TUBE IS CRACKED 
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HOSPITAL & LABORATORY 


Cleans therevelly and sofely olf 
 glosewere, stergicel instruments, 
 plestic, rubber and metel equisment. 
Eliminates tedious scrubbing. 


Works well in hard wa 
ne 


Herntioss 46 skin, Ne rubber sloves 
Will not etch fine elesewere. 
Removes dried blacd, bene and tissue, 


Econemicel. A spoonful white 
of active cisener, 


hospitals, clinics, end indestry. 
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B-D MULTIFIT 


A complete departure from the hypodermic syringes you have known in the past— 
NEW B-D MULTIFIT Syringe provides— 


the convenience and economy of interchangeable parts—the performance of an individually 
fitted syringe —the durability of a clear glass molded barrel. 


Saves Time: ease and speed of assembly cuts handling time—every plunger fits 
every barrel—matching of numbers is eliminated. 


Saves Money: in case of breakage, only the broken part is lost— 


the unbroken part remains in use. 

Saves Materials: the clear glass barrel virtually eliminates friction, erosion and breakage. 
Now available in 2 cc. size only — with LUER-LOK® or Metal Luer tip — in Hospital Package of 3 dozen 

or package of 6 syringes. 


Becton, DicKiINSON AND COMPANY .- RUTHERFORD, NEW JERSEY 


B-D, MULTIFIT, and LUER-LOK, T. M. Reg. U. S. Pat. Off. 
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You'd see 
a good-sized 
gallery 


... With all the patients 
who represent the 44 


uses for short-acting 


Nembutal’ 
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Whar varpsticx po you USE TO DETERMINE the drug you 
write on your prescription? If the drug is a barbiturate—such as 
short-acting NEMBUTAL (Pentobarbital, Abbott)—you can measure 
it, compare it and sum it up in these four short sentences: 
1. Short-acting NEMBUTAL can produce any desired degree of 
cerebral depression—from mild sedation to deep hypnosis. 
2. The dosage you need is small—only about half that of many 
other barbiturates. 
3. There's less drug to be inactivated, shorter duration of effect, wide 
margin of safety and usually no morning-after hangover. 
4. In equal oral doses, no other barbiturate combines quicker, briefer, 
more profound effect. 
Perhaps that's why —after 23 years, 598 published reports and 


more ‘than 44 clinical uses—you'll find more 
and more prescriptions call for NEMBUTAL. Obtrott 
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for 
economical 
odor counteraction! 


Over 1000 leading hospitals in the United States use Airkem as 
the backbone of their odor control programs. 

Cost-conscious administrators and maintenance men have found 
by actual use that high quality Airkem costs less because it lasts 
longer than cheaper, more volatile formulations. And less Airkem 
by weight is required to do an efficient job. Mighty good news in 
these days of rising labor and maintenance costs! 

Airkem is the patented space deodorant containing chlorophyll; 
it conveys a pleasing, air-freshened effect that boosts personnel 
efficiency, helps patients relax, prompts better visitor relations. 

And Airkem’s versatility is an additional cost and labor saving 
factor—it is used with ease and effectiveness in all nine trouble 
areas listed below. Your hospital can be odor protected at all times. 

Your local Airkem Supplier will be glad to give you complete 
details about modern odor protection at low cost. Call him 
today or write to Airkem, Inc., 241 East 44th St., New York 17, N.Y. 


Osmefans for Continuous Service 


Mist Cans for “Emergency” Odors 


ODOR-PROTECT IN ALL 9 TROUBLE AREAS: 


] rooms Fresmuy ancas KITCHENS 
2 autopsy rooms ano cauTes 
PATHOLOGICAL LABS UTHITY Rooms Q ovonous 


THE ODOR COUNTERACTANT FOR PROFESSIONAL USE 
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dont settle 
for less than 


1ampaine 


LN Y 


STAINLESS STEEL 
EQUIPMENT 


You'll get longer life, reduced 


! STRONG, SMOOTH WELDS DOUBLE-TOP CONSTRUCTION 
maintenance and better ore easy to clean, promote for extra strength, with sound- 
appearance from Shampaine asepsis, insure greater deadening material between 


Stainless Steel, because —e" top and sub-top 


Shampaine has superior 
fabricating methods and design. 
Just look at the typical 

features shown here. 


CONDUCTIVE CASTERS POLISHED SURFACES 
available to reduce danger of are ready conductors of static 
static electricity in hazardous electricity. Easy to clean. Stay 
areas bright for o lifetime 


MANUFACTURERS OF A COMPLETE LINE OF DURING MAY 
PHYSICIANS’ AND HOSPITAL EQUIPMENT SEE SHAMPAINE PRODUCTS 
DISPLAYED AT: 
‘Shampaine Stainiess Steel Equipment includes such as. 
Tri-State Hospital Assembly 
Chicago—May 4-6 
Kacks Texas Hospital Association 
Galveston—May 12-14 
Upper Midwest Hospital Association 
Minneapolis—May 13 - 15 
Catholic Hospital Association 
Kansas City—May 25 - 28 


Chart Desks 
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FANTASTIC YOUTH 


These children seem scarcely subjects for 
hospitalization. But just possibly, they have 
been taking PERIHEMIN* Iron-Bi2-C- 
Folic Acid-Stomach-Liver Fraction Lederle. 
That, of course, would explain everything. 
PERIHEMIN is the wonder-drug of the 
hemopoietic field—effective against the 
iron-deficient anemias as well as the com- 


mon megaloblastic anemias. 


e Capsules ...... Bottles of 100, 500 and 1,000. 
e JR Capsules....... Bottles of 100 and 1,000. 
Bottles of 16 fluid ounces. 


*Reg. U.S. Pat. Off. 
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PERIHEMIN is being used more and more 
extensively with each passing month, as 
physicians see the benefits derived from its 
use in children, adults and the elderly. 


PERIHEMIN is available in a number of 
forms, for every prescription use in hos- 
pitals and private practice. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Cyanamid company 


30 Rockefeller Plaza, New York 20, N.Y. 
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Specialists in Dishwashing Products 


easily: 


e cleaned 


= d dishes ond ops 


; ‘Staine 


You can “outsparkle” competition with SaLute in your machine dishwashing 


“SALUTE stops stains, streaking, 
spotting ... SAVES MONEY” 


says Airline Caterer* 


Here’s why: 

SALUTE is a sensational Wyandotte product for machine dishwashing, which washes dishes better in 
everyday use, keeps china and plastic ware clear and stain-free. It’s so effective that one soak in con- 
centrated solution clears up dishes already stained. SALUTE makes glassware and silver sparkle, too, 
and keeps your machine free of scale and film. TRY IT! 


For hand dishwashing, use NEW FAME 


A SUPERIOR product for hand dishwashing. Fame contains Wyan- 
dotte’s NEW, EXCLUSIVE, superactive wetting agents . . . and is 
easy on the hands. 


SaLute, Fame and other Wyandotte products for specialized clean- 
ing needs, are stocked by leading jobbers in the US. CH EM / CALS 
and Canada. Ask your jobber or the Wyandotte repre- shai sates 

pful service representatives in 
sentative to demonstrate amazing SALUTE or FAME. 
Wyandotte Chemicals Corporation, Wyandotte, Mich. 
Also Los Angeles 12, California. *Names on request 


yandotte 


Largest manufacturers of specialized cleaning products for business and industry 
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Ciba 
offers 
a NEW / 


serwice 


for 


YOUR 


hospital 


Ciba will select, before their general 
distribution, ceftain Ciba preparations 
that are pafticularly suited for hospital 
use. HeSpitals will then be shipped a small 
ntity of the item, which will be invoiced 
in the usual manner. Included in such 
shipments will be appropriate literature to 
familiarize you and your 


associates with the drug. 

This service will insure that your 
institution can meet physician demand for 
certain of our NEW preparations as soon 
as they are announced to the medical 
profession. You risk nothing — 

Ciba merchandise not sold may be 
returned for full credit. 

Should you wish to receive such arbitrary 
shipments as provided by this service, 
please advise your Ciba Representative 
or write to 


Ciba Pharmaceutical Products, Ine. 
Hospital Sales Division 

556 Morris Avenue 

Summit, New Jersey 
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AN IMPORTANT NAME IN MEDICAL 
AND HOSPITAL CIRCLES FOR BLOOD 
TRANSFUSION EQUIPMENT 


= 


4 


: THE STERILON NYLON BLOOD FILTER 


Tue heart of the Sterilon Blood Recipient Set is the 
filter. The Sterilon monofilter is made of extruded 
nylon monofilament ... a single smooth strand of nylon, 
| leaving nothing to slough off. . . woven into a large 
ee seamless tubular filter of square, uniform mesh. The 

| upper end of the filter is sealed with nylon. A poly- 


styrene support within the filter prevents collapse and 


- the bottom of the filter is welded into the drip housing. Sterilon products are produced in a New Laboratory and 


This construction, a development of the Sterilon Used 
Corporation, assures uniform filtration and adminis- Sterilon produ axe to 


ay tration of blood or plasma by gravity or under pressure. concerns creating products for the medical and hospital field. 


; STERILON CORPORATION, 500 NORTHLAND AVE., BUFFALO 11, N.Y. 
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Salt is 
what 


makes 
things 
taste bad 
when it 
‘isn't in 
them.” 


Most people find foods unappealing and insipid without salt. 
Therefore, when salt restriction is indicated, the patient 

must be impressed with the importance of a salt-free diet and must 
adhere faithfully to a rigid regimen. “With the development 

of such preparations as Neocurtasal .. . the problem of palatability 
and a salty taste has been fairly well solved... .”! 


Neocurtasal 


. trustworthy nonsodium-containing salt substitute’’* 


—lends the desired salty flavor to foodstuffs, and can be used 
in all salt-free and low sodium diets. 


CONSTITUENTS: Potassium chloride, ammonium chloride, 
potassium formate, calcium formate, magnesium citrate and starch. 


Neocurtasal looks and pours like table salt 
and may be used in the same manner. 


Both available in 2 oz. shakers and 8 oz. bottles. 


- 
inc. 
New Youn 18,N.Y. Winpsoa, Ont. 


1. Merryman, M. P.: The Use of the Low Sodium Diet. 


NEOCURTASAL 


The Essential 
Med. Assn. Jour., 61:293, Sept. 1949. 
*Author unidentified. From “Manchen, H. Li A New Dictionary of Qvototions 
Now York, Alired A. Knopl, 1942, p. 1087. 
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BUILDING INFORMATION 


Fenestra Windows at 


with these Steel Windows! 


2 


Fenestra* Super Hot-Dip Galvanized Intermediate Steel 
Windows are completely protected from rust. 

They cost remarkably little and future savings are 
tremendous. These strong steel windows will practically 
eliminate expensive maintenance for the life of your 
building—and no painting is necessary. 

Super Hot-Dip Galvanizing is a Fenestra exclusive. 
Fenestra is the only window manufacturer with the special 
plant, the electronic controls, the continuous Galvanizing 
and Bonderizing process, to Super Hot-Dip Galvanize 
steel windows. 

And look at the other Fenestra Window advantages: 

Protecting vents give you fresh air ventilation but pre- 

7 vent direct drafts. 
7 You can operate the vents easily with one hand. BEND TEST shows why Fenestra Stee! Windows ore called Super Hot-Dip 
7 You get more light and view because a Fenestra Win- Galvanized. When two pieces of galvanized steel ore bent, then straightened, 
- dow has more glass area—the graceful Steel frame is some types of galvanizing crack open, leaving the steel vuinerable. The 
designed to be strong and rigid without having to be Fenestra piece stays protected. 


- thick and bulky. Get full information on Fenestra Intermediate Steel 
You can screen and clean Fenestra Windows from in- Windows today. Write Detroit Steel Products Company, 
7 side the room, eliminating expensive labor. *® Dept. H-5, 2292 East Grand Bivd., Detroit 11, Michigan. 


| | SUPER HOT-DIP GALVANIZED STEEL WINDOWS 
Fenestra : from the only plant in America 


especially designed to Hot-Dip Galvanize steel windows 


/ 
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professionally pro 
for superior blysis... 


Employs natural belladonna alka- 
loids, in optimum standardized 
proportions,” for relief of gastro- 
intestinal, urinary, biliary or uterine 
spasm. Prescribed by more physi- 
cians than any other spasmolytic. 


* Each Donnatal Tablet, Capsule, or 5 cc. 


of Elixir contains hyoscyamine sulfate 
0.1037 mg., atropine sulfate 0.0194 
mg., hyoscine hydrobromide 0.0065 
mg., phenobarbital (% gr.) 16.2 mg. The 
formula is now available with the es- 
sential B-vitamins added, as DONNATAL 
PLUS tablets. 
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A. H. ROBINS CO., INC. RIC 


HMOND 20, VA. 
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Here are some recent 
purchasers of the new 
Royal hospital room furniture 


New England Deaconess Hospital 
Boston, Massachusetts 
Mercy Hospital 
Durango, Colorado 
Beth Israel Hospital 

New York, New York — 
Warren General Hospital 
Warren, Pennsylvania 
Meharry Medical College 
Nashville, Tennessee 
Rest Haven 
Chicago, Illinois 
Medical College of Virginia 
Richmond, Virginia 
Arnot-Ogden, Memorial Hospital 
Elmira, New York 
Ida May Scott Hospital 
Chicago, Illinois 
St. Luke’s Hospital 
Fargo, North Dakota 
Green County Hospital 
Monroe, Wisconsin 
Muscogee County T.B. Hospital 
Columbus, Georgia 
Sacred Heart Hospital 
Yankton, South Dakota 
Corning Research Hospital 
Corning, Arkansas 
St. Anthony's Hospital 
Las Vegas, Nevada 
Culver Hospital 
Crawfordsvill’, Indiana 
Provident Hospital 
Chicago, lilinois 
Madison Sanitarium 
Madison, Tennessee 
Murray Hospital 
Murray, Kentucky 
A &1 State University 
Nashville, Tennessee 
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The big news in hospital room 
furniture is the big plus from Royal!! 
Exclusive custom features make 
Royal an overwhelming choice 

in any comparison test. This quality 
plus is apparent even in weight 
—Royal outweighs other hospital 
furniture because it has more 
features and heavier gauge steel! 
Yes, it all adds up to one conclusion: 
see Royal before you choose. 

Tell us your requirements and write 
for free literature today. 


There's a bigger difference in 
quality than there is in cost 


ROYAL METAL MPG. CO. 


175 North Michigan Avenue, Dept. 65, Chicage 1! 


Factories: Los Angeles - Michigan City, indiana 
Warren, Pa. « Walden, N. Y. + Galt, Ontario 
Showrooms: Chicago - Los Angeles 

San Francisco +« New York City 


Another Royal plus! 


No. 1450 OVERBED TABLE 
Portable vanity, reading rack or bedside 
instrument table with rubber scuff 
guards that protect the finish of the 
smart island base. 14° x 30° Formica top 
adjusts from 29° to 45° high. 2” ball 
bearing casters. Vanity compartment 
with mirror and removable porcelain 
tray and reading rack double-hinged for 
use from either side. Stainiess stee/ 
tray optional. 


Koyal 


metal furniture since ‘97 


Come see us in Room 652 
Tri-State Hospital Show 
PALMER HOUSE, CHICAGO 

May 4 thru 6, 1953 . 
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broad-spectrum 
antibiotic 
therapy 

in continuous 


free-flowing 


drip infusions 


supplies every antibiotic for hospital use 


economy and convenience in antibiotic therapy 


mycin 


BRAND OF OKYTETRACYCLINE, HYDROCHLORIDE 


RAVENOUS 


unique compatibility 


introduce it directly into IV flask from 
which the patient is receiving a drip 
infusion 


high stability in solution 


unmatched by any broad-spectrum 
antibiotic—dissolves completely to 
form a clear solution in water for in- 
jection, normal saline or 5% dextrose 


rapidity of response 


fastest-acting form of well-tolerated 
Terramycin. Average dose: 250 mg. or 


900 mg. q. 12 h, 


vials of 250 mg. and 500 mg. 


Terramycin* 
Compiotic* 
Magnamycin*® (NEW) 
Viocin® (NEW) 
Penicillin 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC., BROOKLYN 6. N.Y. Streptomycin 


Dihydrostreptomycin 
Polymyxin 
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protected... 


against 
hemorrhagic disease 


Newborns are protected against prothrombin 
deficiency by the routine administration of 
Synkayvite. Ten to 20 mg parenterally to the 
mother during labor, or 5 mg to the 

infant at birth can be life-saving. 


This stable, water-soluble vitamin-K 
compound of high potency also prevents 
hemorrhage due to prothrombin deficiency in 
surgery on the jaundiced patient. The adult dose 
is 5to 10mg, or more a day, orally or parenterally. 


Synkayvite is also available in combination 
with ascorbic acid and B-complex 

vitamins as Synkayvite-CB, useful pre- 

and postoperatively in preventing 
salicylate-induced hemorrhage after 
tonsillectomy and other surgical procedures. 


Synkayvite’ 
‘Roche’ 


Hospital orders may be placed directly with 


Hoffmann - La Roche Inc - Roche Park - Nutley 10 - N. J. 
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HOSPITALS 


the state 


HE POSTWAR ERA has seen rapid 
pete in the hospital world, 
and with these advances has come 
a new and refreshing awareness 
on the part of hospital administra- 
tors of the vital role that their 
institutions play in the well-being 
of their.communities and their na- 
tion. 

The end of World War II herald- 
ed an opportunity to make up for 
wartime delays. It actually began 
a little earlier, with the expansion 
and revitalization of the American 
Hospital Association, and when 
this new program began to make 
itself felt, unhindered by wartime 
restrictions, it rapidly spread 
throughout the states. 

An indication of this new inter- 
est is the growth of state hospital 
associations. Today only one state, 
Nevada, either has no association 
or is not affiliated with a regional 
organization offering state hospital 
association services. 

Since the war ended in 1945, the 
number of fulltime state hospital 
associations has increased 500 per 
cent—from three in 1944 to 18 in 
1953. In addition, five more states 
anticipate that fulltime programs 
may be inaugurated within the 
next few years. There are now 
46 state hospital associations or 
their equivalent. (Maryland, Dela- 
ware and the District of Columbia 
have a joint organization.) 

In 1953, West Virginia and Flor- 
ida joined the group of fulltime 
state associations which already in- 
cluded California, Connecticut, 
Georgia, Illinois, Iowa, Kansas, 
Massachusetts, Michigan, Missis- 
sippi, New Jersey, New York, 
Ohio, Pennsylvania, Tennessee, 
Texas and the state of Washington. 
Of these, only California (1935), 
Ohio (1936) and Pennsylvania 
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(1936) had fulltime state hospital 
associations prior to 1945. 

Arizona, Arkansas and Indiana 
have programs bordering on the 
fulltime but these are not yet con- 
sidered fulltime programs because 
they do not have fulltime paid 
staffs and differ in other essentials 
from the 18 states listed above. 

Of course, merely having a state 
hospital association is not in itself 
an unfailing indication of progress. 
The important criteria are what 
those associations actually accom- 
plish. And here, too, the picture 
looks bright. 

The greatest concentration of 
state hospital association energy 
in the postwar years has been in 
a campaign to persuade state, 
county and local governments to 
pay a larger percentage of the costs 
of caring for indigent patients in 
voluntary hospitals. In 1952, for 
example, 30 state hospital asso- 
ciations devoted a major effort to- 
ward this goal, and seven more 
report it as a routine or minor ef- 
fort. This campaign has been in 
full swing throughout the postwar 
years, and it has received an in- 
creasing amount of emphasis every 
year since the war. 

Uniform accounting, which in 
a way goes hand in hand with the 
problem of governmental reim- 
bursement for indigent care, has 
seen a substantial increase in state 
hospital association attention. Dur- 
ing the years 1946 through 1948, 
only six state associations devoted 
any major effort to uniform ac- 
counting, while in 1952 this was 
a major project of 21 associations. 
Like so many other activities, this 
has changed, since the war, from 
a routine or minor activity to a 
major one. The American Hospital 
Association’s accounting manual 


3 * 


did much to stimulate interest, and 
at the same time it provided a 
standard that the hospitals could 
follow. 

Another activity that has changed 
dramatically from the routine to 
the major has been the organiza- 
tion and development of women’s 
hospital auxiliaries. Only four 
state hospital associations report- 
ed major attention to women’s 
auxiliaries in the years 1946-1948, 
but in 1952 this was a major ac- 
tivity of 20 state associations. In 
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1948 the American Hospital As- 
sociation launched its fulltime 
women’s auxiliary program. 

The years 1949-1951 saw a con- 
centrated attack upon hospital fire 
insurance rates. Only three states 
had devoted a major effort to this 
problem in 1946-1948, and 16 more 
had devoted routine or minor at- 
tention to it. But in the years 
1949-1951, 16 states gave it major 
emphasis and 14 more devoted 
routine or minor effort to reduc- 
ing fire insurance rates. It is sig- 
nificant that during that period, 
the rates were lowered substan- 
tially for hospitals in a number of 
states. 

The accompanying chart shows 
graphically the degree of atten- 
tion given various problems by 
state hospital associations since 
the war. And in virtually every 
instance, the areas receiving at- 
tention were also the objects of 
major projects of the American 
Hospital Association. 

To accomplish these things, the 
state hospital assogiations have a 
wide variety of coehtls and com- 
mittees. Those that were mention- 
ed most often in a recent survey 
by HOSPITALS include the follow- 
ing: 

Government Relations, Adminis- 
trative Practice, Legislation, Pub- 
lic Education, Public Relations, 
Community and Small Hospitals, 
Planning and Plant Operation, 
Purchasing, Personnel Policies and 
Practices, Blue Cross Affairs, Hos- 
pital Auxiliaries, Emergency Hos- 
pital Services, Tax-Supported Hos- 
pitals, Association Relations, Pre- 
payment Plans, Membership, Nurs- 
ing, Convention Program, Educa- 
tion, Insurance, and Publications. 

Ten state hospital associations 
offer their members the services 
of specialists or consultants in hos- 
pital accounting. Of these, four 
(Massachusetts, Ohio, New Hamp- 
shire, Virginia) are on a fulltime 
basis. Three associations offer part- 
time help on purchasing; 14 offer 
part-time help on public relations 
matters, and 22 have part-time 
services in the legal and legisla- 
tive field. 

The average state hospital asso- 
ciation has about eight persons on 
its board of trustees, excluding the 
ex officio members. Most of these 
trustees are elected for three-year 
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Number of state associations 
engaged in listed activities 
MEMBERSHIP 
PROMOTION 1952 
UNIFORM 
ACCOUNTING 
REDUCTION OF 
MALPRACTICE 


INSURANCE RATES 


INCREASE IN GOVERN - 
MENTAL REIMBURSEMENT 
FOR INDIGENT CARE 


INSTITUTE PROGRAMS 


PUBLICATION OF BUL- 
LETINS, NEWSLETTERS 
AND JOURNALS 


RECRUITMENT OF 
STUDENT NURSES 


RECRUITMENT OF OTHER 
HOSPITAL PERSONNEL 


| 
| 
| 
| 
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ASSISTANCE TO ga. 
INDIVIDUAL HOSPITALS 


STATE HOSPITAL ASSOCIATION ACTIVITIES—1946 THROUGH 1952 


///////, 


Mor errort ////// ROUTINE OR MINOR 


terms, with terms of office stag- 
gered to assure continuity. 

A few states have been very 
successful in getting hospital trus- 
tees into their organizations. Penn- 
sylvania, for instance, has 460 hos- 
pital trustees in its personal mem- 
bership rolls, and New Jersey has 
225. Connecticut has 95, Massa- 
chusetts has 82, and Vermont has 
76 hospital trustees as members. 
Hospital trustees attended meet- 
ings of 39 state hospital associa- 
tions last year. Hospital trustees 
hold office in eight state hospital 
associations. 


Recognizing the importance of 
cooperation, hospitals and Blue 
Cross plans work closely together 
in many states. The participation 
of Blue Cross in state hospital as- 
sociation activities ranges from 
practically zero to a great deal, but 
in most states Blue Cross partici- 
pates to a considerable extent. 
Blue Cross plans, of course, pay 
membership dues in several state 
hospital associations. But in 22 
states, Blue Cross helps to finance 
or support the state hospital asso- 
ciations in other, more direct, 
ways. 
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In six states, for instance, Blue 
Cross gives direct cash assistance, 
and in one or two of these states, 
this cash assistance amount to as 
much as $20,000 a year. In 11 
states, the Blue Cross plans help 
by providing office space and serv- 
ices. And in 12 more states, Blue 
Cross helps in other ways. Some 
examples: 

Publishing the state association's 
bulletin; sponsoring bookkeeping 
and accounting workshops; financ- 
ing breakfast or luncheon meet- 
ing at conventions; providing staff 
and other assistance for nurse re- 
cruitment; underwriting public 
education programs; paying some 


travel expenses of state association 
executive secretaries; helping to 
support council activities, and of- 
fering direct or indirect account- 
ing and other assistance to mem- 
ber hospitals. 

The work of the 46 state hospital 
associations is by no means fin- 
ished. It is a continuing type of 
operation, and its areas of activity 
will change with the times. Some 
problems, of course, will always 
require state hospital association 
effort. 

At present, the broad subject of 
third-party payment leads the list 
of problems that state hospital as- 
sociations can help to solve. This 


includes reimbursement of hospi- 
tals by government, prepayment 
plans, welfare funds, foundations, 
and other agencies for care ren- 
dered their wards or beneficiaries. 
But whatever the problem, the 
state hospital associations, work- 
ing closely with the American 
Hospital Association, are becoming 
more effective and more important 
every day. When the history of 
hospitals is written, the postwar 
growth of the state association 
principle will go down, along with 
the Hill-Burton Act and the growth 
of the American Hospital Associa- 
tion itself, as one of the significant 
hospital trends of the century. ® 


suggested model bylaws 


for state associations 


YLAWS ARE THE “rules of the 
B road” of an organization, re- 
flecting that organization’s activi- 
ties and pointing the way to fu- 
ture development and growth. 
There are such wide differences in 
the organization structure, devel- 
opment and activities of state hos- 
pital associations that no single 
pattern of bylaws would fit all 
states. But there is value in having 
a high degree of uniformity in 
state and national hospital asso- 
ciation bylaw provisions. This is 
especially true because of the affili- 
ation between the national and 
state hospital associations. 

Recognizing these facts, the 
American Hospital Association has 
developed a set of suggested model 
bylaws for state associations. Last 
month these suggested model by- 
laws were sent to presidents and 
secretaries of all the state hospital 
associations. 

One important function of by- 
laws is to define concisely the pur- 
poses, goals and classifications of 
membership. A little more than a 
year ago, the revised bylaws of 
the American Hospital! Association 
went into effect, and this revision 
involved some important changes 
in membership categories, voting 
powers and other matters. 

These revisions in the national 
bylaws led the Council on Associ- 
ation Services to feel that it would 
be helpful to state hospital associ- 
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ations if suggested model bylaws 
for such organizations. could be 
developed to help state associations 
bring their bylaws into conformity 
with those of the American Hos- 
pital Association, where affiliation 
makes this necessary, and to help 
in making revisions to bring these 
documents into line with good as- 
sociation practice where needed. 

Accordingly a committee of full- 
time executives of state hospital 
associations was appointed, con- 
sisting of J. Harold Johnston, New 
Jersey Hospital Association, chair- 
man; Allan Barth, Michigan 
Hospital Association, and Hiram 
Sibley, Connecticut Hospital Asso- 
ciation. 

The results of this committee’s 
work were approved by the Amer- 
ican Hospital Association’s Board 
of Trustees, and the fruits of the 
effort were the suggested model 
bylaws sent out last month. 

It is not intended that the sug- 
gested bylaws be adopted in their 
entirety by any state association. 
The size of membership, geogra- 
phical distances and other factors 
affect the organization and should 
be reflected in its bylaws. Insofar 
as possible the committee took 
these and other factors into ac- 
count and developed alternative 
bylaw provisions. The document, 
however, will be helpful to all 
state associations as a check list 
for evaluating the adequacy and 


usefulness of the state association's 
present bylaw structure. 

Periodic reappraisal to keep 
bylaws current is a wise procedure 
in any progressive organization. 

In the preparation of this ma- 
terial, the special features of num- 
erous bylaws were studied and, to 
the degree that it was thought 
practical for the less complicated 
structure of state hospital associa- 
tions, the bylaws of the American 
Hospital Association were fol- 
lowed. Special provisions, alter- 
natives or modifications are sug- 
gested to meet local conditions. 

These suggested model bylaws 
are but one service that the Amer- 
ican Hospital Association is ren- 
dering the _ state associations. 
Earlier this year the Association 
published its “‘Handbook for State 
Association Officers.”’ Some other 
projects along these lines include 
“Planning Your Hospital Conven- 
tion,”’ a manual for local, state and 
regional hospital associations; “Or- 
ganization of State Hospital Asso- 
ciations as a Fulltime Endeavor,” 
and “Conducting an Institute Pro- 
gram.” In addition the Washington 
Service Bureau routinely sends 
important legislative information 
to state associations. And the 
Council on Association Services 
has formed a committee to work 
on its next project—production of 
a comprehensive manual for state 
hospital association officers. 


What does the term “third-party payment” really 


mean? The 


every month considers that payment as a 
urchase, not a charity contribution. When he is 

hesiteatined, he does not feel that some “third-party” is paying 

his bill. He is paying it himself—through his 


insurance premiums, In this article, a man with years 


private citizen who makes his Blue Cross payment 
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HERE IS NO DOUBT that the sub- 

ject of third-party payments 
for hospital care is of great con- 
cern to everyone, and especially 
the general public. It is of concern 
to the Health Information Foun- 
dation also, although this paper 
does not represent any official 
statement of the foundation on the 
subject. 

In connection with the nation- 
wide study of hospital financing, a 
series of regional conferences has 
been held to provide a clearer 
picture of the problems. The sub- 
ject of third-party payments was 
most conspicuous in the discus- 
sions, as it would be in any group 
of health professionals and ad- 
ministrators. It is unfortunate that 
the general public does not dis- 
cuss and think about this subject 
mere, but such things seem to be 
left to those people who are 
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trained and experienced and con- 
sidered experts. 

The public has several under- 
lying attitudes or beliefs which 
are significant of this subject. As 
a member of that public which is 
participating in the health pro- 
gram of the country, I am critical 
of this term “third-party pay- 
ments.” It may be applicable to 
those persons who are the respon- 
sibility of government, but as a 
prepaid plan participant I don’t 
feel that there is any third party 
paying my bill. I am putting up 
the money and I don’t like being 
lumped with those persons whose 
bill truly is the responsibility of 
a third party—the government. 

As one who tries to pay his own 
way, I hope that in your thinking 
and planning you will continue 
to differentiate me from those who 
do not. Administratively I can un- 
derstand the hospital’s classifying 
all of us who don’t take the money 
out of our own pockets in front of 
the cashier when we pay for serv- 
ices, as being third-party benefi- 
ciaries. If I pay my bill by check, 
however, am I not also a third- 
party payer? The money comes 
from a source where I stored it 
just as it does when I deposit it in 
the hands of my prepayment plan. 


The difficulty is that the use of the 
term is not limited to adminis- 
trative matters; it has become a 
focus for program planning. 

Particularly as a member of the 
public participating in prepayment 
plans, I think I have come to look 
upon the agencies which render 
me service generally as business 
enterprises rather than as charities. 
I am putting up the money to pay 
for the care I need if and when I 
need it. My monthly payments 
are not in any sense contributions 
to charity. 

Further in the area of the words 
we use, this term “prepayment” 
was learned from you people. It 
is certainly an invitation to use 
what we are buying. In fact, it is 
an indication that every single 
participant in these plans is ex- 
pected to “cash in.” That's what 
the invitation says. To the public 
it isn’t just payment—it is pur- 
chase. 

The words “use’ and “abuse’”’ 
are so similar in their sound, yet 
accepted to have such different 
meanings. In this instance, the real 
differences may well he in who is 
doing the talking. What to the pre- 
payment plan may be abuse, may 
to me, the public, be simply use. 

The point is that when we have 
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bought and paid for something, 
we want all of it, all we can get— 
plus—and this attitude isn’t any- 
thing to get too excited about. It 
is simply the spirit of paying for 
what we get and getting what we 
have paid for. In fact, that is sup- 
posed to be one of the things 
which has made American busi- 
ness really prosper. As I see it, 
you, the hospitals and the prepay- 
ment plans, are in business with 
us, the public. Some of the things 
you are concerned about may not 
be abuse; they may be just use. 

As a member of the public, I 
look to the hospital not as an en- 
tity in itself particularly or pri- 
marily, but as a place where there 
are people with the knowledge and 
skills to do something for me. I do 
not think there is anything about 
the fine buildings which will of 
themselves make me well. They 
simply house the physical and ma- 
terial things which are needed by 
people. Therefore, when I think 
of hospital services, it is the per- 
sonal services of people—doctors, 
nurses, dietitians, technicians, and 
so on—that I consider primarily, 
and the physical aspects of the 
hospital per se are secondary. In 
the same way we certainly know 
that the plan to which we pay our 
dues doesn’t render any hospital or 
medical care. It stores the money 
and keeps the books. 

Sometimes we get the feeling 
that the health agencies, the 
people, the facilities and the pre- 
payment plans don’t appreciate 
the extent and the depth of the re- 
lationship they have established 
with the public, as they have 
brought millions of us into part- 
nership with them via the pre- 
payment principle. We don’t look 
upon matters in the same way at 
all as we did in the old days. We 
are, you might say, sophisticated. 
For example, it seems reasonable 
to expect that we now have pur- 
chasing power. We are accustomed 
to things costing less when they 
are bought by large numbers of 
people, and especially when the 
purchasing power can be con- 
centrated. It just seems reasonable 
that the cost of any commodity 
under these conditions should be 
less for each of us an individuals. 


We wonder just what are the 
benefits and the results of our in- 


MAY 1953, VOL. 27 


vesting money in such enterprises 
as prepayment plans. We under- 
stand that we are helping one 
another in the event of need—you 
call it spreading the costs. We have 
questions like these: Does the care 
cost less? Do we get more care for 
our dollar this way? Is the unit 
cost for each patient less, and 
therefore is the total cost for all 
the patients less than it would be 
if each of us was paying his bill 
directly? Is our care costing more 
by this method? Are you selling 
us steak when we are hamburger 
buyers? What effect has this had 
on the cost of our doctor’s services? 
Has it tended to increase the cost 
of these services? 

We read about the terrific in- 
creases in the cost of operating a 
hospital and that some are in bad 
financial straits. How much of that 
is our responsibility? I am not at 
all sure that I had any intention of 
supporting the problems of the 
hospital system when I became a 
“third-party” member. The agent 
who sold it to me certainly never 
told me any such story. He pre- 
sented it as the best buy. When I 
buy other things I am not ex- 
pected to assume any obligations. 
It is within the context of such 
general questions as these that we 
view this matter of third-party 
payments. 

I approach the matter of bene- 
fits ideally. I want 'most every- 
thing covered. I want a feeling 
that whatever the health needs 
for me and my family, they will 
never cause me to lose a night's 
sleep for financial reasons, or to 
ask my employer for help, or to 
borrow money, or to embarrass 
the doctor or the hospital, or to 
delay the payments on the various 
things I am buying on time. I 
know it may appear to be foolish 
that some of us should take out 
insurance in order to protect our 
television sets and our cars, but 
that is just what we are doing. 

There is no reason as far as I 
know why I shouldn't expect all 
of this and get it, and you hospital 
and prepaid plan people have 
never given me any reason not to 
expect it. We want more people to 
have these things. We want all 
the drugs, all the treatments, the 
x-rays, the laboratory services, 
room, food, nursing care, and use 


of all the facilities for as long as 
they are necessary. If it goes on 
and on and is called “catastro- 
phic,” then I want adequate pro- 
vision for that, and as nearly as I 
can make out, this new term 
“catastrophic” doesn’t have as 
much to do with illness itself as it 
does with the financial effect of 
that illness. 

If my doctor says I don’t have 
to go to bed but I need certain 
tests and checks, I should like to 
be able to get them without having 
to be hospitalized in order to have 
them paid for by the prepayment 
plan. I have always understood 
that the final decision for what is 
needed to make me well must rest 
with my doctor. I don’t want him 
hamstrung as long as he is acting 
in my best interests. I want all the 
doctor bills provided for—in the 
hospital, in his office, in my home, 
or out on the highway. 

I say I want all these things, but 
I have a hunch that maybe they 
can't all be covered by the plans. 
Possibly when it is all worked 
out, it will be found that some 
items could and should be paid 
for by me directly, with little or 
no hardship involved. Also there 
may be a level beyond which it 
might be necessary to have the 
assistance of local government to 
pay a part of the cost when it 
goes on and on, though that may 
not be necessary. | 

As long as we do not under- 
stand the facts, however, we will 
continue to be discontented with 
the limitations we have. Is it feas- 
ible to deal with the whole prob- 
lem? We would be better im- 
pressed if the experts set a limit of 
just how much of the whole thing 
they feel can be prepaid and told 
us frankly, so that we could then 
consider what other approaches 
might be made. That would be far 
better for us—and for you—than 
to keep us dangling on a string 
the way we are now. First, of 
course, you will have to find out 
how much the public is really 
willing to pay for health care, and 
you don’t know that yet. There are 
some of us who can pay and want 
to do so—some who can pay and 
don't want to—others who want 
to pay and can’t—and others who 
can't and don’t want to. 

Then there is the matter of con- 
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trols. It may be possible to ap- 
pear to do more by imposing 
controls which actually result in 
the public’s getting less. We 
wouldn’t consider this as control 
but rather as limitation. I am sure 
that in the final analysis we, the 
consumers, are the only true 
source of control. Neither the hos- 
pitals nor the doctors nor the pre- 
payment plans can do the job, and 
possibly the main reason they 
can’t is that they are subject to 
pressure from us. We, the public, 
must control, and I would hope 
with the controls that you have 
developed. 

Another problem area to the 
public is involved in the question 
of what is medical care, and how 
much of hospital care is medical 
care, It appears that in some in- 
stances things are added to the 
hospital side to lighten the doc- 
tor’s load, and this increases the 
cost of hospital care. On the other 
hand, some of the items that were 
listed on my hospital bills now 
turn up in the form of doctor bills. 
One primary purpose of prepay- 
ment should be to reduce the num- 
ber of bills the public receives. We 
look at it this way: We know we 
are made well by the services of 
people. The single purpose of the 
plans I invested my money in is 
to pay these people. I don’t care 
how it is done as long as they are 
paid, and if it requires changes in 
medical practice or in hospital 
practice, the sooner the changes 
are made, the better. To us it is 
simply a matter of payment prac- 
tice. We just don’t want the bills. 
We want this new banker of ours, 
the prepayment plan, to get them. 
“When we started out in this 
partnership together some years 
ago, the hospitals and the plans 
were pleased to put us in two-bed 
rooms. You all seemed so anxious 
to please us, and this benefited you 
too, and it was wonderful public 
relations. Then there seemed to be 
a tendency to move us into pri- 
vate rooms where the revenue is 
greater. Something began to hap- 
pen apparently, and the squeeze 
was on and the talk began to turn 
to “Well, prepayment plans were 
intended to provide only the basic 
services of a ward, and if they 
insist on having better accommo- 
dations, they'll have to pay for 
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them.’ You seemed to lose in- 
terest in the fine effort we had 
made to upgrade ourselves, and 
it became purely a proposition of 
getting more money. Basically, 
most of us like the two-bed room. 
We do not consider the ward as the 
baseline accommodation any more. 
The two-bed room now enjoys 
that status. We expect the hospi- 
tals and the plans to get together 
on that score. 

As to those people who are 
really under “third-party”’ plans, 
namely the indigent, we hear talk 
about bringing them into the Blue 
Cross plans. That may be fine so 
long as it does not add a single 
penny to the cost of our care or 
increase our payments to the plan 
and so long as it does not in any 
way lessen the benefits that we, 
the self-payment members, re- 
ceive. As we look at it, we put up 
the tax money to take care of the 
indigent, and we don’t want to pay 
twice—once to the government and 
once to the plans—for the same 
purpose. I have heard it expressed 
that this group, the indigent, will 
use much more care than the usual 
participants in Blue Cross nor- 
mally do. So unless a much higher 
premium is charged, it is going to 
cost the plan more, and this means 
we, the paying participants, will 
have to carry a greater load and 
may have less chance of enjoying 
increased benefits. Much of this 
may well be a display of our ig- 
norance, but if such is the case I 
hope you will enlighten us. 

Julian Huxley once wrote that 
the most unattractive exterior 
may contain the most beautiful 
viscera. We seem surrounded at 
times by the difficulties and the 
unattractive exteriors of these 
problems with which we all must 
work. But we must never lose 
sight of the beauty of the purpose, 
the motive and the determination 
which lie within. 

The public has the most at stake 
—the most to gain from your suc- 
cesses, the most to lose from your 
failures. 

We believe you can fail without 
our understanding and support. 
We are sure you cannot succeed 
without them. And as some great 
mind once wrote, “The canoe is 
swamped by the waves within it— 
not by those around it.” §& 
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ENSINGTON HOSPITAL IS a non- 

profit, general hospital, with 
92 beds and 13 bassinets, situated 
in a highly industrialized area of 
metropolitan Philadelphia. 

The nursing and personnel prob- 
lems of a small hospital in a large 
city are quite acute since most 
persons prefer employment at the 
large medical centers and other 
large hospitals. During the past 
year, however, we have been able 
to run our hospital and give our 
patients nursing care without too 
much strain. Our turnover in per- 
sonnel throughout the hospital for 
the past six months has been min- 
imal. Some steps were taken, how- 
ever, to make employment here as 
pleasant and as profitable as pos- 
sible. 

Our salary scale in all parts of 
the institution is comparable to 
that set by most of the hospitals 
in this area. Meetings of all hos- 
pital personnel are held every 
three months or oftener as the 
need arises. At this time, the ad- 
ministrator examines the prob- 
lems of the hospital from the point 
of view of management. Here, the 
importance of the individual is 
stressed, and the interdependency 
of jobs is brought to the attention 
of everyone. We feel that this is 
distinctly necessary, particularly 
in a small institution where com- 
plete departmentalization is diffi- 
cult, and where it is necessary that 
all persons are aware of the im- 
portance of each other in carrying 
on the hospital functions. 

The administrator’s office is al- 
ways open to all personnel who 
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have problems. Department heads 
have been instructed to give seri- 
ous and courteous consideration to 
any request made by an employee 
and to make a real attempt to 
comply with that request if it can 
be done without too much diffi- 
culty for the institution. 

Our dining room is a communal 
dining room in which all persons, 
including the administrator and 
physicians, eat. We also draw no 
line as to color or creed in the em- 
ployment of our personnel. We 
seem to have a “happy family 
group” where discontent is at a 
minimum and cooperation at « 
maximum. 

To illustrate this point: When 
our elevator was being replaced 
and we were without proper ele- 
vator facilities for seven weeks, 
we lost no personnel and had no 
personnel problems even though 
there were occasions when patients 
had to be carried from floor to 
floor. The president of the board 
of directors visits the hospital fre- 
quently and rapport has been es- 
tablished betweeen the administra- 
tive personnel and the board of 
directors. Our personnel are vital- 
ly interested in the hospital and 
consider it very much “their” hos- 
pital. 

A suggestion box has been post- 
ed in the front hall of the hospital 
and has been labeled “Suggestion 
Box for the Improvement of Pa- 
tient Care.” A $10 prize is given 
each month for the best sugges- 
tion. The decision as to which sug- 
gestion is best is reached at a 
meeting of the supervisory per- 
sonnel and the administrator at 
which time all suggestions are 
read without disclosing the name 
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of the writer so that the decision 
can be impartial. The prize is then 
awarded and a notice is posted on 
the dining room bulletin board so 
that everyone knows the winner 
and also the winning suggestion 
for the month. 

Since we are a hospital which 
does not have a school of nurs- 
ing, we employ four categories of 
nurses: Registered nurse, graduate 
non-registered, undergraduate, and 
practical. 

The following steps have been 
taken to insure our patients bet- 
ter nursing coverage: 

After a series of meetings held 
by the supervisory staff at which 
time all discrepancies in the nurs- 
ing service were discussed, an in- 
service program was set up for all 
nursing personnel. Wherever the 
nurses’ duties infringed on another 
department of the hospital, that 
supervisor was called into the 
meeting and his or her suggestion 
and recommendation taken into 
consideration. 

As a result of these meetings a 
new “Procedure Book in Nursing 
Care” was complied. Classes were 
conducted by the supervisors and 
the director of nursing and at the 
end of each class period, a mimeo- 
graphed copy of the content of that 
class program was given to each 
nurse. 

This inservice training program 
has proved a most successful ven- 
ture and has given a great deal of 
satisfaction to the medical staff and 
the administrator. It has helped to 
standardize and simplify nursing 
procedure and has led to a better 
understanding of mutual interde- 
partmental problems. This, of 
course, has made the nursing care 


of the patient much easier for the 
nurse and much more pleasant for 
the patient. 

An inservice training program 
was also set up for selected nurse’s 
aides, and a course of instruction 
covering 20 hours was given to this 
group. After they had completed 
their course of instruction and were 
working under supervision, they 
were then raised to the status of 
“nurse assistant” at a small “grad- 
uation tea.” An emblem was given 
them to wear on their uniform 
signifying their change of status 
and a $30 per month increase in 
salary. 

An affiliation was set up with a 
practical nursing school in the com- 
munity for practice work for the 
students of that school at no cost to 
the hospital except that of super- 
vision. 

The practical nursing school 
sends to the hospital a list of stu- 
dents, the time that they will give 
to the hospital, and the duties 
which they are able to perform. 
These students have proved them- 
selves most helpful in the care of 
patients, and also have formed a 
real nucleus for nursing personnel 
as most of them apply for employ- 
ment at this hospital when their 
course is completed. 

As a result of the foregoing at- 
tempts, the following improve- 
ments have been noted: 

1. Happier personnel showing 
less fatigue. 

2. Less absenteeism. 

3. Better cooperation between 
departments. 

4. Practically no employee turn- 
over. 

As yet (with the exception of 
the office personnel), we are still 
on a 44-hour week even though 
some of the hospitals in the neigh- 
borhood have already initiated the 
40-hour week. 

Plans are being made, however, 
to decrease our working time for 
the entire hospital to the 40-hour 
program. Since both the 40-hour 
week and the planned rest periods 
are still in the discussion stage, our 
personnel realizes this and is quite 
willing to go along with the board 
of directors and the administration. 
Our employees are confident that 
the changes will be in effect as 
soon as possible. ® 
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i FIRST PART of this article 
(HospITALs, April 1953) de- 
scribed the development of the 
home care program and examined 
its framework. Is showed that the 
point has been reached where 
home care has developed into a 
permanent and influential feature 
of an integrated medical care pro- 
gram. 

From an examination of the pa- 
tient’s place in the program, it is 
necessary now to examine the 
professional’s part in the project. 
Medical and nursing care together 
with social service are funda- 
mental professional elements in 
hospital care. Home care would 
be inadequate without them. But 
none of these services just can be 
“transferred” home together with 
the patient’s transfer. Each of 
them has to be adjusted to the 
conditions of the home and distrib- 
uted according to the needs of the 
patient. Accessory’ professional 
services, such as physiotherapy or 
occupational therapy are, where 
necessary, available for home care 
patients just as they are for hospi- 
tal patients. Specimens are sent to 
the hospital’s laboratories. Patients 
are returned to the hospital for 
x-ray examination. Housekeeping 
help, a specific feature of home 
care, is provided where indicated. 
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yee is the second of two 
articles by Or. Kogel and 
Or. Fraenkel reporting on 
the progress of the home 
care program developed 
by the Department of Hos- 
pitals of the City of New 
York. Part 1! was published 
in HOSPITALS for April. 


The home care patient is a hos- 
pital patient transferred to “Ward 
Home.” As a sick person, his medi- 


cal attendance is a matter of 
primary significance. According to 
departmental policy, home care 
is exclusively a program for med- 
ically indigent patients who have 
no private physician. The medical 
responsibility thus remains with 
the hospital's medical staff. 

The therapeutic plan established 
for a patient in the hospital is con- 
tinued, but modified. In most in- 
stances, the medical attendance is 
converted from constant medical 
care to periodic medical supervi- 
sion. All precautions are taken for 
safeguarding continuity of care. 
The patient remains indentified 
with the same service. 

In some hospitals, the resident 
physician who cared for the patient 
on the ward personally calls on 
him at home. In other hospitals, 
several resident physicians are as- 
signed full time to home care. 
They study their patients before 
the transfer is made to become 
familiar with the clinical picture 
and therapeutic regime. More- 
over, the visiting staffs are always 
available to confer and consult on 
home care patients when the need 
arises. Treatment of home care 
patients is increasingly recognized 
as a first-rate experience for the 
young physician, a unique prepa- 
ration for his later career, whether 
this be in general practice, some 
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clinical specialty, or public health 
service. 

Patients and their families know 
that in an emergency they may 
call the home care office for a 
physician’s visit. Arrangements for 
attending to such calls differ; they 
may be determined by the size and 
the staff resources of a hospital. 
I~ the ideal arrangement, the co- 
ordinating home care office has a 
physician on call, day and night. 
But even the less desirable solu- 
tions make the patient’s records 
available so that the physician on 
emergency call can readily famil- 
iarize himself with the case. 

The more experience we gather, 
the more difficult it is to establish 
sound rates for adequate medical 
visiting of home care patients. It 
seems more important and more 
meaningful to establish and to 
maintain standards for the maxi- 
mum and minimum amounts of 
medical care. As a rule, a patient 
who continuously requires more 
than three physician’s calls a week 
is not a suitable case. Another plan 
which secures closer medical su- 
pervision should be worked out 
such as, for instance, institutional 
care of custodial type. 

As to an adequate minimum of 
medical attendance: Home care 
patients should, as a rule, be vis- 
ited by a physician not less than 
once in two weeks. The patient 
with a fractured hip who is in a 
cast and at home with his family 
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is an exception to the rule; another 
exception would be a chronic car- 
diac patient whose condition is 
adequately controlled by mercurial 
injections. The visiting nurse, 
however, may attend to these, and 
medical checkups, once every six 
weeks, may be sufficient. 

Several of our hospitals have 
become somewhat lax in the 
scheduling of medical attendance. 
The critical shortage of house phy- 
Sicians has been responsible, in 
most instances, for the stretching 
of the intervals between visits. 
This is an explanation but no ex- 
cuse. 

If a hospital does not have a 
sufficient number of resident phy- 
sicians for call on the home care 
patients, new resources should be 
found. In a few of the depart- 
mental hospitals, junior members 
of the visiting staff make the 
home calls. They are paid on a fee 
basis, either per “session” or per 
visit. This scheme is restricted by 
budget allowances. The budget 
authorities have to be convinced 
of the substantial saving poten- 
tialities of this expense item. If it 
is not possible to secure a sufficient 
number of physicians for adequate 
medical supervision, then the 
home care program should be re- 
stricted. This is a drastic measure, 
very undesirable, but preferable 
to substandard service. 

The determination of a proper 
date for discharge is among the 
home care physician’s responsi- 
bilities. Therapeutically as well as 
psychologically, this is just as 
important in home care as in hos- 
pital care. The temptation to be 
lenient is great. After all, the phy- 
sician may argue, the patient does 
not deprive anyone of a hospital 
bed; it doesn’t cost the commu- 
nity too much to look after him, 
etc. Such considerations, together 
with appeals by the family, may 
be the cause for over-extension of 
home care stay, sometimes of a 
rather diluted care. 

The department reviews per- 
iodically the home care patient 
loads for signs of unnecessary ex- 
tension of care. In some of the 
hospitals, the medical board has 
appointed a special committee to 
evaluate cases regularly to avoid 
unnecessarily extended periods of 
home care. 
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The nurse’s role in the home care 
program is twofold. A nurse, i.e., 
one of the hospital's supervisory 
R. N.’s, shares with a physician in 
the operation of the coordinating 
office—a pivotal function. The 
nursing services for the home calls 
are, in most of our hospitals, se- 
cured on a contract basis from the 
two leading Visiting Nurse Asso- 
ciations in this city. In an alter- 
native arrangement used by two 
of the hospitals, services are fur- 
nished by qualified Public Health 
nurses of the city’s Department of 
Health. Both arrangements have 
proved equally satisfactory. 

The need for nurses’ calls varies 
so widely that not only averages 
but even ranges seem meaningless. 
There is, on the other hand, the 
patient with a fractured leg who 
may be properly cared for with- 
out any calls by a visiting nurse; 
and there is, in another instance, 
the cardiac patient who, for weeks 
and months, may need two or 
three intramuscular injections each 
week. A new product, however, 
which permits oral administration 
of a drug previously administered 
by intramuscular injection may re- 
duce the need for nurses’ visits. 

Health education is an important 
factor in the nurses’ contribution 
to home care. Extending beyond 
the usual scope of teaching good 
health habits, it includes training 
of family and household members 
in bedside care as well as in such 
measures as subcutaneous injec- 
tions—important in view of the 
many diabetic patients. 

Social work is essential in all 
stages of home care and the 
workers also take measures to in- 
sure continuity of the regime es- 
tablished during the patient’s stay 
in the hospital. Whether it is pre- 
ferable that the home visits are 
the assignment of the social work- 
ers of the respective clinical serv- 
ice (if possible, of the patient's 
own worker), or whether a team 
of special workers be assigned to 
the home care office—perhaps, on a 
rotating scheme—is one of the 
problems presently handled differ- 
ently in the search for optimal 
procedure. Since either alternative 
has its advantages, practical con- 
siderations are decisive. 

Increasingly, one or two physio- 
therapists are being assigned full 


time to the home care program of 
a hospital. In some hospitals, pa- 
tients are, as a matter of routine, 
evaluated by the rehabilitation 
service before transfer to home 
care. On regular home calls, the 
physiotherapist then continues the 
rehabilitation program with the 
hemiplegic, amputee or arthritic. 
No ceiling is set on the amount 
of professional services that a pa- 
tient may receive while on home 
care; his health and welfare are 
the sole consideration. It has been 
necessary, however, to establish an 
upper limit for the amount of 
housekeeping service allotted to a 
case; special approval by a physi- 
cian is required to exceed this 

limit. 
COST OF HOME CARE 


One question often asked is 
“What is the cost of home care?” 
Many hospital administrators, no 
longer able to collect the full hos- 
pital bill after a prolonged period 
of hospitalization, wonder whether 
a home care program would not 
be the way out of their fiscal im- 
passe. 

According to our experience, the 
“tangible” per diem home care 
cost in 1951 averaged $1.58. This 
figure covers personal services, 
certain supply items such as drugs, 
and overhead. It does not cover 
capital equipment such as ambu- 
lance and station wagons, and 
major supply items such as beds 
or wheelchairs which are loaned 
to home care patients, nor arti- 
ficial limbs for which, when ne- 
cessary, outside funds may be so- 
licited. 

The major part of the $1.58, 
namely $1.33, went for personal 
expenses, i.e., the staffing of the 
coordinating office and the field 
services. To specify just a few of 
the items: The nurses’ services ac- 
counted for 27 cents per patient 
day (the cost per visit secured on 
a contract basis from the city’s two 
major Visiting Nurse Associations 
had in 1951 averaged $2.50; it 


meanwhile increased to $2.85); the 


housekeeping services accounted 
for approximately the same, name- 
ly, 26 cents per patient day (the 
hourly rate had in 1951 averaged 
75 cents; it meanwhile increased 
to 95 cents). . 

Approximately 25 cents per pa- 
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tient day went to other than per- 
sonal services, about equally 
divided between supplies and 
equipment for patient care and 
general overhead expenses. 

Not included in the above ex- 
penses are those for many “in- 
tangible’ services which cannot 
be computed arithmetically. They, 
as well as the services which are 
not charged at all, play a major 
role in the planning and control- 
ling of this new venture. The in- 
numerable hours of consideration 
in medical board meetings and of 
consultations granted by visiting 
staff members belong in this cate- 
gory, as do the contributions of 
voluntary agencies which are 
ready to contribute services when 
called upon in specific cases. 

The cost figure of $1.58 is, 
therefore, far from being compre- 
hensive. It would be difficult, al- 
most impossible, to offer a sound 
inclusive per diem cost estimate. 
But even assuming that a com- 
prehensive figure would amount to 
twice the computed -rate, home 
care service would still mean a 
tremendous saving for the hos- 
pital. 

Obviously, all medical, nursing 
and auxiliary services to home care 
patients cannot be identified with 
the total cost and such major ex- 
pense items as food, personal at- 
tendance or laundry also are not 
included. The patient and his fam- 
ily and, where necessary, other 
community resources, must singly 
or jointly provide for these non- 
medical needs of the patient. 

Since all home care patients of 
the departmental hospitals are 
medically indigent, many of them 


are eligible for subsidy by the 
public welfare agencies, at least 
for partial relief. From the onset 
of the home care service, the social 
service divisions of the Depart- 
ment’s hospitals and the City De- 
partment of Welfare have co- 
operated successfully. Relief pay- 
ments which had been stopped 
upon a patient’s admission to a 
hospital were sometimes resumed. 


INDICES OF VITALITY OF PROGRAM 


No comprehensive audit system 
on efficiency and effectiveness of 
home care is thus far available. 
After all, even the evaluation of 
quality of hospital care is still in 
the very early phases of develop- 
ment. Some positive and some 
negative features are crystalliz- 
ing, however, which ultimately 
may lead toward definite criteria. 

1. Variety of patients. The pa- 
tient load of an efficiently operated 
home care service of a general hos- 
pital should include persons of all 
ages treated for a variety of medi- 
cal and surgical conditions. Aged 
patients with chronic diseases may 
predominate but the service 
should not consist exclusively of 
this group. 

The number of deaths on home 
care does not reflect quality of care 
or judgment in selecting proper 
cases. Whether or not a terminal 
patient is kept at home or retrans- 
ferred to the hospital is influenced 
by psychological and socio-cultural 
rather than medical care consider- 
ations. 

The selection of patients for 
home care should in no instance 
be decided by hospital needs but 
solely by patient needs. Unequal 


utilization of various services in a 
hospital should cause a redistribu- 
tion of beds but should not deter- 
mine the selection of patients for 
home care. 

2. Variety and flexibility of 
schedules. The various available 
services have to be “prescribed” 
individually, according to the 
need. The home care service of a 
general hospital should show a 
variety of schedules for visitation 
by physicians, nurses and social 
workers. Conspicuous uniformity 
of schedules should prompt a re- 
view of the situation. 

Only a few medical conditions 
—and still fewer integrated socio- 
medical situations—are so stable 
that continuance of the same re- 
gime over extended periods is 
indicated. Where a schedule has 
been unchanged for a protracted 
time, the case should be reviewed. 

3. Pattern of care. The home 
care service of a general hospital 
should include patients who can 
be discharged after a relatively 
short time, patients who need care, 
a year or more, and particularly 
patients who need a curriculum of 
alternating home care and hospi- 
tal episodes. The excess or exclu- 
siveness of any of these categories 
may mean laxity in supervision or 
slackening of standards. When 
long periods of hospitalization al- 
ternate with very brief periods of 
home care, a revision of the pa- 
tient’s regime may be indicated. 

The home care experience of 
the Department of Hospitals has 
been a four-year journey over an 
uncharted sea. We hope that this 
report will prove useful to those 
who follow. 8 
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UPPOSE 35 LOCAL high school 
seniors (a class in civics) are 
to visit your hospital. How would 


you whet their interest? How 
would you stimulate them to 
learn the essential facts about their 
community hospital? 

Here is how it was done by the 
public relations staff at Westfield 
(Mass.) State Sanatorium, a state- 
owned hospital with 141 beds for 
adult pulmonary tuberculosis and 
50 beds for cancer. 

The hospital staff decided to 
teach the visitors the nature of 
cancer and of tuberculosis, how 
each is treated, and the four basic 
functions of a hospital. This infor- 
mation was then worked over un- 
til it found expression in five con- 
cisely worded statements which 
answered five corresponding ques- 
tions mimeographed on individual 
quiz sheets (Fig. A). The class 
teacher was asked to have each 
student bring his notebook and 
pencil. 

Upon arrival, the visitors signed 
the guest book and assembled in 
the hospital auditorium. The su- 
perintendent of the hospital then 
spoke to the group for five min- 
utes —no longer —clearly giving 
and then repeating the five key 
statements. The students jotted 
these down. Next the superintend- 
ent announced: 

“I have two surprises for you. 
One is less pleasant than the other, 
so I'll warn you now as to that one. 
After you have gone through the 
hospital, each of you will be given 
a written quiz on what you have 
seen and heard. Think about what 
you see. Ask your guides plenty of 
questions.” 

For the 50-minute tour of the 
hospital building and of the school 
for attendant nurses, high-rank- 
ing members of the hospital staff 
served as guides—one guide to 
each six student visitors. 

Having reassembled after the 
tour, the quiz sheets were handed 
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Toate) (Seore) 
An Eight-Minute Gist on Mhet I Learned 
during © Guided Tour through FIG. A 
Restfield State Sanetorivm, Peetfield, 
(1) Wheat ie cancer? 
(2) Sew ie cancer treeted? 
(>) is tubderculosis? 
(4) Mow is pulmonary tuberculosis treated? 
(5) Row te Beetfield State Sanatorive seeting the four functions 
ef hospital’ 
Te heal the sick: 
(b) Te train professional workers: 
(e) Te aid research: 
(4) Te promote public bealta: 
(Date) (Nene) 
O Here le That I Learned 
during « Guided Tour through 
Westfield State Sanatorium, Sestfield, Massachusetts 
(1) Wheat ie cancer? 
AN ABNORMAL GROWTH OF THE BODI'S OWN CELLS; CAUSE UNDUE. 
(2) How te cancer tres 
CUT IT OUT; KILL RADIUM OR X-RAYS; INHIBIT IT WITH 
SPECIFIC CHEMICALS. 
(3) What is tuberculosis? 
A COMMUNICABLE DISEASE CAUSED BY THE TUBERCLE BACILLOO. 
(4) Mow is pulaonary tuberculosi« treated? 
O HELP THE BODY STRANOLE THE INFECTION BY REDUCING LOW 
MOTION (THROUGH BED REST AND SURGERY) AND BY ATTACKING TH 
THE BACILLI WITH SPECIFIC CHEMICALS; SOMETIMES CUT OUT 
ANY REMAINING INFECTION. 
(5) dow te array State Sanatorium aeeting the four functions 
of « hospital 
(a) To heal the sick 
TREATS CANCER ADULT PULAONARY TUBERCULOSIS. 
(>) Te tate professional sorters: 
OFFERS TO PHYSICIANS NOR-RESIDENT AMD aPPROVED 
RESIDENT TRAINING IN MALIGNANT DISEASES 
IN PULBONART HAS SCHOOL POR 
NURS ES. 
(e) Te aid research 
O KEEPS APPROVED CLINICAL REDORDS AND ASSEMBLES 
DATA THEREFROM. 
(4) To promote public health: 
DOES TUBERCULOSIS CASE FINDING. HAS PROORAN FOR 
FIG. 8B PUBLIC AEALTH EDUCATION. HOUSES FOOD AND DRUG 
LABORATORY . 


out. There was no hiding in ano- 
nymity for each quiz paper called 
for its writer’s signature. 

The papers were collected. 
“Now,” said the superintendent, 
“comes the second and more pleas- 
ant surprise. What you wrote on 
these quiz papers merely shows 
how well we here at the hospital 
have put across to you our mes- 
sage. Later we shall study your 
papers to test ourselves. For each 
of you the important thing is to 
know the right answer to every 
question. Here it is (Fig. B), with 
the sheet punched for inclusion in 
your notebook. Read it. Keep it. 
Review it. Make these answers 
part of your store of general 
knowledge.”’ 

For a good 90 seconds after the 


Dr. Knowlton is superintendent of the 
Westfield (Mass.) State Sanatorium. 


distribution of the answer sheets, 
every student was completely en- 
grossed in checking up on his new- 
ly acquired knowledge. He was not 
only being taught, he was actively 
learning. 

The effectiveness of a ‘“‘quiz that 
teaches” depends upon the im- 
portance which the quizzee can be 
made to place on the quiz as he is 
taking it and also upon his degree 
of surprised relief as he gets the 
sheet of correct answers. 

Casual visitors are apt to treat 
the quiz as a joke so as to hide 
their fear of being embarassed by 
a low grade. Visitors who tour the 
hospital in connection with school 
work or with a class in adult edu- 
cation for which academic credit 
is sought will really labor on the 
quiz and thus be stimulated to long 
remember the correct answers. ® 
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DEFINITE INCREASE in the in- 
A cidence of poliomyelitis has 
been noted in this country since 
1916. Previous to that time there 
were some small unrecognized out- 
breaks in certain areas of the 
United States. Health authorities 
remind us frequently that the dis- 
ease has become endemic, similar 
to other communicable diseases, 
and at intervals ‘t appears in epi- 
demic form. This has been espe- 
cially true the last few years. 

The care of patients during these 
epidemics presents a real chal- 
lenge to hospital administrators. 
There are several explanations 
why polio patients present serious 
problems. They are as follows: 

1. The disease is usually concen- 
trated into a few months during 
the late summer or fall with peaks 
occurring in September or October. 
This is the time of year when per- 
sonnel are accustomed to having 
their vacations. Also the summer 
months are the most difficult ones 
to procure added temporary per- 
sonnel so badly needed. 

2. In a communicable disease 
hospital, the supervisory staff 
members who are well prepared 
to care for and teach others to 
care for these patients, are of 
necessity few in numbers. When 
the census increases rapidly the 
orientation and supervision be- 
comes thinly spread. This may 
also be true of the general hos- 
pitals caring for polio patients. 
It is not the type of preparation 
that one can secure in a _ short 
time or that remains static. The 
management of patients has 


Mrs. Fahey is administrator of City 
Hospital, Syracuse, N. Y. 
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changed rapidly and continues to 
change, and this means a continu- 
ous preparation of personnel. 

3. The procuring of equipment 
and scientific apparatus is not a 
serious problem. The National 
Foundation for Infantile Paralysis 
does a splendid service in supply- 
ing almost any type of equipment 
needed, from its pools. But trained 
personnel who are familiar with 
the use of equipment are few in 
number and this becomes a real 
problem. 

4. The past few years have 
brought increasing numbers of 
bulbar and respirator cases. Also 
an increasing number of adult 
cases has been noted. In many in- 
stances death, no doubt, has been 
prevented by trained teams of 
physicians working together. Pa- 
tients require constant vigilance 
of the otolaryngologist as well as 
the pediatrician, internist, ortho- 
pedist, physiatrist, and others. 

5. A certain type of personality 
is required to meet and reassure 
the families of patients. The pa- 
tient suffers emotionally and psy- 
chologically, but the emotional 
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stress of parents and families is 
greater than in other illnesses. 
If the hospital has a sympathetic 
social worker no doubt, she could 
serve the purpose, but where no 
social worker is employed this fre- 
quently falls to the lot of the ad- 
ministrator. 

6. Practically no thought is given 
to the communicability of the dis- 
ease. Indeed it is a rare phenome- 
non to find a case which can be 
attributed to direct infection. In 
our experience of 1950, however, 
a physiotherapist and graduate 
nurse became ill of the disease. 
In 1952 one nurse contracted the 
disease. In these instances it was 
considered a compensible disease. 
Hospitals must consider this phase 
of their responsibility when they 
decide to admit poliomyelitis pa- 
tients. 

Nursing personnel must be made 
cognizant of the emergencies that 
may occur at almost any minute 
of the day or night. The need for 
such items as respirators, oxygen, 
suction apparatus, tracheotomy 
tubes, and tidal drainage enters 
into the care. 
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As the number of patients in- 
creases, physical therapist, gradu- 
ate nurses, practical nurses, non- 
professional nursing workers, ward 
maids, and maintenance men for 
day and night service must be 
secured. Added office workers are 
important. One or two admitting 
clerks must be added so that 
prompt reporting may be made to 
the local chapter of the National 
Foundation for Infantile Paralysis, 
insurance companies, and other in- 
terested agencies, as well as the 
preparation of referral forms to 
agencies and institutions when pa- 
tients are ready for discharge. In 
1950 during a comparatively small 
epidemic — 326 cases— the daily 
average census of polio patients 
at this 73-bed hospital was as fol- 
lows: 


August 32 
September 63 
October 67 
November 52 


The peak was reached in Sep- 
tember, but the largest number 
cared for was during October, 
when 82 polio patients were reg- 
istered. 

If one is not familiar with the 
care of these patients, the above 
figures do not give a true picture 
of the work involved. For example, 
at one time seven respirators were 
in use, and two of these seven pa- 
tients had tracheotomy tubes. A 
completely paralyzed patient with 
a tracheotomy tube presents one 
of the most challenging problems 
in nursing and calls for careful 
supervision. Three special nurses 
are not sufficient for the care of 
some patients. They may require 
a second and even a third person 
at times to help lift and turn. 
Much has been written about pre- 
paring the community for epi- 
demics such as recruiting polio 
emergency volunteers and other 
workers, but it has been our ex- 
perience that few persons are in- 
terested until the disease actually 
appears. 

More than 1,500 polio patients 
have been cared for by this hos- 
pital. After observing them care- 
fully it is difficult to reconcile the 
advice of some physicians and or- 
ganizations who maintain that the 
patient may be safely cared for 
at home. Our experience leeds us 
to conclude that all patients should 
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be hospitalized for a minimum of 
four days, or longer if possible. 

During an epidemic plans should 
be made for the hospitalization of 
the acutely ill even though they 
are nonparalytic. All patients must 
be observed frequently by an ex- 
perienced person because unex- 
pected emergencies do arise. 

The majority of parents are not 
capable of observing the chang- 
ing symptoms, and all too often 
we have a patient rushed to the 
hospital after respiratory failure is 
well advanced. At this point, mov- 
ing the patient is hazardous, and 
too often it is too late to save the 
patient. Patients may be trans- 
ferred in due time to other hos- 
pitals or to their homes, if non- 
paralytic, but only if physiother- 
apists and doctors are available to 
check them frequently. Paralysis 
develops late in many cases. 

Do general hospitals have per- 
sonnel trained in the management 
of the disease? Is the personnel 
familiar with respirator equip- 
ment? In many general hospitals 
will be found residents, interns, 
and nurses who have had limited 
experience with poliomyelitis. 

Many emergencies (and _ too 
much stress cannot be placed upon 
emergencies) should be antici- 
pated. As examples, during the 
outbreak of 1950 two women look- 
ing perfectly well were admitted 
to this hospital, both stating they 
came in for diagnosis only. But 
both were in respirators in 24 
hours. Would inexperienced per- 
sons have observed the weakened 
shoulder muscles and know that 
the muscles of respiration may or 
may not soon become involved? 

We cared for 134 polio patients 
during the summer and fall of 
1952. One marked change in the 
symptoms of the disease was noted. 
Several patients who seemed to be 
making satisfactory progress sud- 
denly developed respiratory fail- 
ure requiring emergency tracheo- 
tomies and respirators. Two men 
showed the above symptoms on the 
twelfth day. and others from the 
tenth to twelfth day. All of these 
patients had been carefully ob- 
served several times each day. 

The administrator who wishes to 
be equipped for this service must 
be ready with some simple but 
important adjuncts which fre- 


quently require days to find in 
large numbers. The following sug- 
gestions may be helpful: 

1. A good supply of blankets. 
Usually patients have a _ wool 
blanket rather than a sheet next 
to them on the bed. 

2. Wool material for hot packs 
(100 per cent wool is preferable). 

3. Individual dryers or racks for 
drying and airing packs. 

4. Bed boards and foot boards. 

5. Sand bags and small pillows. 

6. A supply of suction machines. 
Every bulbar patient must have a 
suction machine in the room. 

7. Oxygen equipment. 

8. Tracheotomy tubes—all sizes, 
plain and fenestrated, with adaptor 
for giving oxygen and suctioning. 

9. Respirators readily available. 

10. Positive pressure apparatus. 

11. Large physiotherapy tub or 
preferably a hubbard tank. In 
order to avoid back strains from 
lifting, an overhead hoist is most 
desirable. This may be hand-op- 
erated satisfactorily. 

12. Bronchoscope apparatus. 

13. Hot pack machines and wash- 
ing machines with wringers. The 
washing machines are needed 
when a large number of patients 
are being packed. 

The hot pack machines are use- 
ful when parts of the body are 
packed, i.e., arms, legs, back, etc. 

14. There is a new respirator 
ventilation meter. It will provide 
the readings of tidal capacity and 
vital capacity which is helpful in 
serious respiratory failure. 

Hospital administrators have an 
obligation and should have an in- 
terest in meeting the community 
needs. Polio will be a pressing 
problem until such time as im- 
munization may be made available 
to both adults and children. 

Administrators and personnel 
can find deep satisfaction in caring 
for this group of our citizens. They 
are stricken with a disease that 
may have no crippling results or 
almost complete crippling results. 
Because of this dread the appre- 
hension is far greater than in most 
illnesses. To help them face this 
crisis in their lives is a privilege 
we should be willing to share, but 
we must be equipped with the 
most modern apparatus and be 
prepared with the most recent 
methods of treatment and care. & 
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SISTER Mary Anastasia, R.S.M., superintendent, confers the distincti ide pi 
during the second workshop with the help of Miss Gill, supervisor of * ggeBivan ‘ae. 
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ODAY, THE NURSE AIDE is an in- 

tegral part of the nursing team 
which provides total patient care. 
A breakdown of statistics over a 
period of one year at St. Joseph’s 
Mercy Hospital in Sioux City, lowa, 
revealed that one-third of the pa- 
tient care was administered by 
nurse aides, one-third by student 
nurses, and one-third by gradu- 
ate nurses. 

This statistical analysis indicates 
that the nurse aide may be the 
weight on the pendulum which will 
swing nursing care from total pa- 
tient care to inefficient, haphaz- 
ard care. The analysis also reveals 
that, if the student nursing pro- 
gram is to operate ideally in prac- 
tice as well as in classroom theory, 
the nurse aide must understand her 
work and her significance as a 
member of the nursing team so 
that the student nurse also will un- 
derstand fully the student’s work 
and significance as a member of 
that nursing team. Thus, the stu- 
dent nursing program and the effi- 
ciency of the hospital are both 
somewhat dependent upon the co- 
operation and the efficiency of the 
nurse aide. 

Until recently the nurse aide 
program at our hospital consisted 
of 20 hours of class work and 
demonstrations for a period of 
three months. The director of the 
nurse aide program, the director 
of the nursing service and the su- 
pervisor of the specific department 
to which the aide was assigned 
were responsible for most of the 
class work and demonstrations. 

Each Monday and Tuesday were 
set aside for the orientation of new 
employees to the physical facilities 
of the hospital and for the demon- 
stration of simple procedures. 
Much of this teaching was indi- 
vidual since there is a rapid turn, 
over among at least 50 per cent of 
the nurse aide group. 

At the end of the three month 
period of training and after suc- 
cessfully passing a written and 
practical examination, the aide re- 
ceived the nurse aide cap which 
matched the striped uniform she 
had worn since her first day on 
duty. After this initial period the 


Sister Mary Coralita is executive director 
of the St. Joseph Mercy School of Nursing, 
Sioux City, Iowa. 
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instructor made individual contact 
on the job to assist with problems 
and to evaluate the work being 
done. 

The follow-up work revealed 
that much which had been taught 
the nurse aide was not practiced 
by her. Proper hospital conduct 
and the duties and responsibilities 
as well as the limitations in the 
total patient care often were not 
fully understood by many of the 
aides. 

St. Joseph's Mercy Hospital then 
formulated a plan of periodic work- 
shops for nurse aides—a new and 
unique experiment. 

Because the aide group varies as 
to age, ability, and background, 
the first workshop was designed to 
introduce them to the possibilities 
of group dynamics as well as to 
offer them a better understanding 
of the aims, policies and practices 
of the nurse aides. Also empha- 
sized was the important contribu- 
tion that they, as a group, were 
making. 

A panel discussion was one of 
the main features of this first 
workshop, and participating in the 
discussion were a mixed group of 
nurse aides, professional nurses 
and student nurses. After the 
panel had finished, the meeting 
was opened for a general group 
discussion. The hospital adminis- 
trator also spoke on the aims and 
purposes of the workshop, and the 
director of nursing service dis- 
cussed the qualifications of nurse 
aides. The selection of the distinc- 
tive nurse aide pin also was one of 
the important innovations made at 
this first workshop. 

That this workshop was success- 
ful was indicated by the even larg- 
er attendance at the second work- 
shop. The enthusiasm shown dur- 
ing the workshop and the improve- 
ment of morale among the aides 
was apparent to the entire staff. 

These second discussion groups 
centered their attention upon such 
questions as “Hospital Conduct,” 
“Functions of Nursing Service Per- 
sonnel,” and upon procedure dem- 
onstrations. The hospital admin- 
istrator conferred the previously 
selected pins, and a social recep- 
tion closed the second workshop. 

In addition to the increased at- 
tendance at the second workshop, 
another positive indication of the 
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success of the group meetings were 
the responses on the individual 
evaluation sheets handed out after 
the conference. When asked for 
suggestions for future workshops, 
the majority stated that more fre- 
quent or regular workshops would 
be most helpful. When asked why 
the workshops were of value, vari- 
ous answers were given. A num- 
ber stated that it gave them a 
feeling of unity as a group. Others 
suggested that the procedure dem- 
onstrations were powerful “re- 
learning” experiences. Some found 
that their experience had been 
too limited to one section of the 
hospital. 

When asked for suggestions for 


improving the workshop, the nurse 
aides responded with many intelli- 
gent ideas. They suggested discus- 
sions on such topics as “Pay 
Scales,” “Limitations of the Nurse 
Aide,” and the “Relationship of 
the Aide to the Student Nurse.” 
They also requested practical dem- 
onstrations of new nursing pro- 
cedures. 

Future workshops, which will be 
held every four months, will use 
suggestions of the aides themselves 
for discussion topics. Our hospital 
has discovered that its unique ex- 
periment in workshops has paid 
dividends in morale, service and 
understanding among the mem- 
bers of the nursing team. ® 


Secretary of health, education and welfare 


T A WHITE HOUSE ceremony last 
month, Mrs. Oveta Culp 
Hobby was sworn in as the first 
secretary of the 
newly establish- 
ed Department 
of Health, Edu- 
cation and Wel- 
fare. Thus she 
becomes the first 
woman in Presi- 
dent Eisenhow- 
er’s cabinet and 
only the second 
woman ever to 
hold a cabinet 
post. (The first 
was Mrs. Frances Perkins, secre- 
tary of labor under Franklin D. 
Roosevelt. ) 

The nation’s first secretary of 
health, education and welfare is 
by no means a newcomer to gov- 
ernment service. She served as 
parliamentarian in the Texas 
House of Representatives from 
1926 (when she was only 21 years 
old) to 1931 and again in 1939 
and 1941. In 1931 she began her 
20-year affiliation with the Hous- 
ton Post as research editor. While 
serving as assistant editor in 1941, 
she was called to Washington as 
chief of the Women’s Interest Sec- 
tion of the War Department's Bu- 
reau of Public Relations. 

Early in the second World War 
she was appointed director of the 
Women’s Army Auxiliary Corps 
(WAAC), and in 1943, as a colonel, 
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she became director of the Wom- 
en's Army Corps (WAC). In Sep- 
tember 1945, at war’s end, she re- 
turned to Texas as executive vice 
president of the Houston Post, 
later became editor and publisher. 
Her husband is William Pettus 
Hobby, former governor of Texas 
and president of the Houston Post 
since 1924. They have two chil- 
dren, aged 21 and 16. 

When President Eisenhower 
took office in January 1953 he se- 
lected Mrs. Hobby as chief of the 
Federal Security Agency. 

As a publisher it is natural that 
Mrs. Hobby has devoted much of 
her energy to journalism, and she 
has held office in several press and 
publishers organizations during her 
newspaper career. 

But she has also found time to 
participate in a number of public 
service projects. She was a con- 
sultant on the Bipartisan Com- 
mission on Organization of the 
Executive Branch of the Govern- 
ment, and later she served on the 
Board of Directors of the Citizens 
Committee for the Hoover Report. 
She has served on the National 
Advisory Council of the American 
Cancer Society and is a former 
member of the Board of Governors 
of the American National Red 
Cross and the Board of Directors 
of the Texas Medical Center. For 
several years she served as a di- 
rector of the National Conference 
of Christians and Jews. §& 
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hospital personnel 
administration 


HEN I THINK ABOUT the hos- 
W pital situation, I tend to 
think of a hospital first as an in- 
stitution, but I also think of it as 
a battleship, or perhaps a better 
analogy might be “a city in itself.” 
A hospital has to be self-sufficient. 
Therefore it is a very complex 
business organization, or better 
yet, an organism much more com- 
plex than the ordinary structure 
normally found in a factory, office, 
store, mail-order house, or bank. 

First, in its day-to-day opera- 
tions a hospital must deal with 
“customers” or patients who typ- 
ically border on the emotional 
fringe. It is organized to deal with 
people at a time when they are 
apt to be upset or more or less ab- 
normal. 

This fact about a hospital’s “cus- 
tomers” tends to have a certain 
effect on the attitudes of people 
who work in the hospital. I have 
always been fascinated by the con- 
trasting attitudes that I have 
found among the personnel in two 
different hospitals, such as a tu- 
berculosis hospital for incurables 
and a lying-in hospital, for ex- 
ample. 

When I enter a lying-in hospi- 
tal and meet with the personnel in 


Mr. Lindberg is associate professor of 
business administration, Harvard Univer- 
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presented before the Massachusetts Hos- 
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the nursery or the delivery room 
or the maternity ward where they 
take care of the mothers, the at- 
titudes of the personnel seem 
friendly, happy and hopeful. There 
are bright faces, smiles and laugh- 
ter. The general atmosphere of 
hope and optimism is quite differ- 
ent from that which seems to 
permeate a tuberculosis hospital. 

To me this phenomenon suggests 
that the specific work environment 
may have some influence on the 
attitudes of the people who work 
in this environment. If that be 
true, then it would seem to me that 
we need to look more at the work 
environment, analyze it a little bit, 
and thus perhaps be better able to 
understand some of the forces that 
inter-act on the hospital personnel. 

What are these forces in a 
typical hospital situation? Consid- 
erations of this point soon will 
lead us to a second reason for the 
complexity of a hospital organiza- 
tion. We soon come to the kingpin 
around which the hospital re- 
volves—the doctor. What are the 
attitudes of a typical doctor to- 
ward a hospital? All too frequently 
he is apt to look upon the hospital 
primarily as an extension of his 
own private consultation room. 
And when he does, it often be- 
comes quite natural for him to 
look upon the people who work in 
a hospital much in the same way 
as he might look upon hired serv- 


ants in his own home or his office. 

Closely interwoven with this 
concept is often the feeling that it 
is his patient who is in the hos- 
pital, and the doctor, because of 
the fact that in the hospital rela- 
tionship he is also acting as the 
agent for his patient, must look 
out for the “best interests” of his 
patient. 

When a doctor brings along 
these attitudes when he comes to 
the hospital to check on his pa- 
tient’s progress, it is quite under- 
standable how he might comment 
in front of the patient upon the 
quality of some of the services that 
are offered by the hospital or upon 
the performance of work by hos- 
pital personnel. 

But that is not all. The poor 
doctor has a third force acting 
upon him. This force is his own 
concept of professional ethics and 
professional stick-togetherness. It 
is a very compelling force, as it 
often tends to determine his status 
among his colleagues in th»? pro- 
fession and often tends to reinforce 
his sense of belonging. 

A fourth force acting upon the 
doctor also needs to be recognized. 
He is probably like most of us in 
this respect: He is the product of 
his own background. He has been 
exposed to an intellectual process 
of education and internship which 
tends to make him a rugged indi- 
vidualist of the first order. Per- 
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sonally I believe this is admirable 
and even essential in a doctor, but 
this very rugged individualism so 
necessary at the operating table 
often encounters some difficulties 
when it is transferred to the recep- 
tion room—or to interpersonal re- 
lationships. 

After the patients and the doc- 
tors, the nurses provide a third 
reason for the complexity of the 
hospital organization. Tradition- 
ally the function of a nurse has 
been to be the handservant and the 
scrubwoman for the doctor—ac- 
tually to hand over to the doctor 
his tools. Her function seemed to 
be to say, “Yes, doctor; yes, doc- 
tor,” quite in the same way that 
a private in the military service 
replies to his superior officer, “Yes, 
sir; yes, sir.” She is not expected 
to let her own personality or her 
own ideas enter into any partic- 
ular situation, and never under 
any circumstances is she to intrude 
in the presence of a doctor. 

We could continue to enumerate 
additional reasons for the com- 
plexity of a hospital organization. 
We could cover each professional 
specialty from anesthesiologists to 
x-ray technicians. As I understand 
it, the professional specialties in a 
large hospital may be divided 
among some 16 different depart- 
ments. And each specialty is busily 
engaged in evolving its own pro- 
fessional ethics and its own stand- 
ards for admission and its own 
codes of behavior. In short, the 
hospital environment is potentially 
a jungle of professional relation- 
ships. But, to make the situation 
even more complex, these pro- 
fessional hierarchies are served 
and supported by two other broad 
groups: The administrative group 
and the services group. 

By the administrative group I 
refer to the people in the execu- 
tive, business, accounting, admit- 
ting, personnel, public relations 
and purchasing departments. By 
the services group I refer to the 
people in the maintenance, house- 
keeping, and laundry departments. 

The members of these three 
broad groups—the professional, 
the administrative and the serv- 
ices group—inter-act around the 
first group, the patients. The mem- 
bers of the patients’ group are 
“captive” in the sense that they 
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are usually in the hospital because 
of circumstances beyond their own 
individual control. Quite often the 
members of this group are apt to 
be physically, mentally and emo- 
tionally upset. 

Add to this complex environ- 
ment the normal hopes, fears and 
aspirations of the members of the 
professional, administrative and 
services groups, and we get a kalei- 
doscopic picture of relationships 
complex beyond description. 

Maybe I should stop adding to 
this picture, but I really cannot 
resist one more observation. Most 
business organizations function ac- 
cording to a pretty much repetitive 
cycle: The eight-hour day, the 
production schedule, the year-end 
reports, etc. 

In a sense, of course, so does the 
hospital. The patient is often 
awakened, fed, cared for according 
to a predetermined schedule. 

But often, perhaps more often 
than not, emergencies arise. Things 
occur that were not planned. Pa- 
tients who were not expected must 
be admitted. Operations that were 
not scheduled have to be per- 
formed. And then, of course, we 
have the ordinary emergencies 
such as this situation: The services 
group may not be able to clean a 
patient's room on the appointed 
hour—not because the patient is 
in an emergency situation but 
rather because the doctor hap- 
pened to drop in. And such emer- 
gencies are apt to occur around the 
clock, seven days a week, 52 weeks 
a year. Here is another complexity 
in the hospital work environment 
about which the personne! staff 
needs to be aware. 

It appears to me that in this 
jungle of relationships, a number 
of modern personnel practices are 
as yet in the introduction stage. 
So let us look at the business world 
outside the hospital. What has 
happened there? 

During the last 20 years a series 
of revolutions has occurred. The 
eight-hour day, five-day week, va- 
cations with pay, health programs, 
rest periods, fringe benefits have 
becom? virtually universal. Unions 
have been established, and in some 
cases participatory planning in the 
purposes of the organization has 
been pioneered. 

More detailed thought has been 


given to personnel selection, and 
this is demonstrated by more ade- 
quate job descriptions, compre- 
hensive recruitment programs, 
better interviewing methods, more 
experimentation with testing pro- 
cedures, and systematic reference 
and reputation investigation. 

All of these developments have 
tended to strengthen the selection 
process. In the field of employee 
health programs, rapid advances 
have been made. In a number of 
organizations the concept of pre- 
ventive medicine is now in opera- 
tion. New methods of developing 
employee safety consciousness have 
appeared, and industry can be 
proud of its accomplishments in 
this field. 

In the area of employee train- 
ing, which comprises the celebrated 
three H's, I believe that it is safe 
to say that we have licked the 
problems of two: The training of 
the hands is primarily a matter of 
using the information already 
available; the same is true of the 
training of the head. As for train- 
ing of the heart, we are still in the 
diaper stage, but it is in the busi- 
ness field where the major experi- 
mentations are now under way: 
and it is merely a matter of time 
before we shall have licked that 
problem. 

In the fields of wage and salary 
administration, many new con- 
cepts have been introduced. In this 
field, as in the field of relations 
with organized labor, we are deal- 
ing with group pressures, and we 
have as yet not resolved the dilem- 
ma of conflicts between individual 
and group aspirations. In the field 
of employee benefits, progress has 
been immense; in some companies 
it has reached the point where the 
costs of the fringe benefits amount 
to one-third of the hourly wage 
rate. 

Finally, in the field of personnel 
research, much work is under way. 
There is hardly a company with 
retirement programs, for instance, 
which is not trying to find a better 
method of helping its people to 
prepare for retirement. 

These developments have had 
repercussions in the hospital en- 
vironment too, and [I am fully 
aware of many of the advances 
that have occurred in most hospi- 
tals. Nevertheless, personnel-wise, 
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it seems to me that many hospitals 
still remain in the antediluvian 
stage of development. If this be 
true, what can be the reasons? 

I submit that the main reason is 
that the hospital people themselves 
—doctors, nurses, administrators 
—have not fully appreciated the 
social revolution that has taken 
place. Judging from the way that 
many of them behave in inter- 
personal relationship situations, I 
believe that they have not fully 
sensed that today most working 
people expect and demand to have 
something to say about conditions 
under which they are willing to 
work. 

I am informed that hospitals 
have a frightful time recruiting. 
If that be true, it really does not 
surprise me. Relatively few people 
want to work under the conditions 
that exist today in most hospitals. 
I submit that few industrial or- 
ganizations would be able to re- 
cruit at all if they offered work 
under similar conditions and com- 
parable pay as many hospitals. 

It seems to me that we are con- 
fronted with a social lag on the 
part of some hospital administra- 
tors. It also seems to me that hos- 
pitals would want and need to do 
something constructive about this 
situation and do so rather quickly. 

One of the characteristics of a 
worker today—for better or for 
worse—is that he usually wants to 
have some prestige to his job. 
There is plenty of that in a hos- 
pital. Hospitals have far more 
titles and more specialties than 
are found in the normal business 
organization, and this should en- 
able them to compete very effect- 
ively with business organizations 
on that score at least. Further- 
more, it seems to me that hospitals 
ought to be able to offer many op- 
_ portunities for growth on the job 
through transfers, job rotation, and 
thus promotions. 

Most of the workers in the 
United States today enjoy a five- 
day work week. The seven-day 
work week does not generally 
exist, except in hospitals, hotels 
and the transportation industry. 
Restaurants are increasingly going 
on a five-day and six-day basis. 
Moreover, during the next decade 
we shall probably achieve the 30- 
hour week in many industries. So 
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here is a tough problem that hos- 
pitals will have to face one of 
these days. 

Several small hospitals in the 
Metropolitan Boston area adopted 
the five-day work week on Janu- 
ary 1 of this year. In most 
hospitals, personnel in different 
departments work a varying work 
week. Thus many administrative 
departments are on a five-day 
work week. In view of these con- 
ditions it would now seem a good 
time to start selling the idea that 
bed-patient hospitals are becoming 
obsolete. 

If I were a hospital administra- 
tor I believe I would start promot- 
ing the idea that people should 
take care of themselves rather 
than be residents of a hospital. 
Certainly it seems inevitable that 
we shall have to shift the emphasis 
from a horizontal curative concept 
to an ambulatory, preventive con- 
cept of hospital practice. 

It seems to me that if we are 
going to deal with this problem 
of a five-day work week, inade- 
quate facilities and high costs at 
all effectively we must approach it 
through mass adult education by 
endeavoring to establish mores 
that will obligate each individual 
through established services for 
this purpose to take care of him- 
self to a much greater extent than 
currently is the case. 

If hospitals are to deal at all 
effectively with these demands for 
a five-day work week it seems to 
me that they have to change their 
operations from a curative service 
to a preventive service. To achieve 
this it will be necessary first to 
structure a social climate that dis- 
approves of sickness. Perhaps hos- 
pitals should arrange the hospital 
services so that there will be less 
incentive for people to remain in 
the hospital; perhaps they should 
encourage visitors to be a little bit 
harsh rather than sympathetic. 

Naturally we are always going 
to have some people who will get 
sick outside of the five-day 30- 
hour week. Hospitals will still 
need to have a nucleus of personnel 
the same way they now are or- 
ganized to meet emergencies. Cer- 
tainly there will still be catas- 
trophies, but I am not worried 
about those. They will take care 
of themselves. 
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This is a great challenge. I am 
sure that these ideas are contro- 
versial. I should like, however, to 
close this presentation on a differ- 
ent note. 

What are the basic functions of a 
hospital administrator? I should 
like to focus the attention on this 
question. I believe these functions 
to be: (1) To help establish a sys- 
tem of communications among the 
different departments of the hos- 
pital; (2) to help establish a work- 
ing climate in which sustained 
cooperative endeavor be 
achieved; and (3) to enunciate the 
purposes of the organization. 

The first, establishing a system 
of communications among the dif- 
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own medical record!” 

Have you ever heard a nurse tell 
that to a patient being wheel- 
chaired to x-ray or lab? Medical 
staff members generally remark 
that wheelchair patients often have 
the opportunity to see what is in 
their own medical record. 


Why does patient hold his own 
record in the first place? It’s a dif- 
ficult task for a nurse or an aide 
to push a wheelchair patient if, at 
the same time, she is expected to 
carry the medical record, open cor- 
ridor doors and avoid collisions. 
The result is that the patient winds 
up carrying his record, and who 
can stop him from taking a look? 


rT B UT YOU MUST NOT read your 


Upon examining the situation, 
experience shows that rules cor- 
rect the problem for short periods. 
But there is a tendency to relax 
the vigilance after a while and 
then the rules have to be renewed. 


After some consideration our 
hospital decided to try a new ap- 
proach. Using light duck material, 
a piece 21 x 13 inches and two 
strips (double thickness) % x 12 
inches were easily transformed in- 
to a record bag (see illustration). 
This cloth bag was placed over the 
back of the wheelchair and accom- 
modates the medical record. 


Two bags were made for our 
purposes and for a trial period of 
six months one was attached to a 
wooden wheelchair and the other 
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one was attached to a metal model. 

The experiment proved success- 
ful. All hospital wheelchairs were 
then equipped with these record 
bags which, incidentally, were 
made by a volunteer group of 
women associated with the hospi- 
tal. 

What were the real advantages 
in making use of this type of hold- 
er for a wheelchair patient’s chart? 


1. There is a specific place for the 
medical record on each wheelchair. 

2. This type of bag is adaptable 
to either wooden or metal wheel- 
chairs. 

3. Nursing department personnel 
can push the wheelchair with both 
hands firmly on the grips. 

4. Cloth bags are easily con- 
structed and are both removable 
and washable. ® 


ferent departments of the hospital, 
is a terrific task under normal 
business conditions, and with the 
jungle of relationships which I 
suggested as the outstanding char- 
acteristic of the hospital work 
environment, the task is made 
even more difficult. 

Were I a hospital administrator 
I believe that I would adopt as a 
basic operating slogan the follow- 
ing statement: “Always remember 
that whatever you say, it is bound 
to be misunderstood unless you 
first consider the jungle of rela- 
tionships involved.’ Perhaps as a 
result of such a slogan I should 
say less—but perhaps also what I 
did say might be more meaningful 
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to the people directly concerned. 

Another way in which more ef- 
fective communications might be 
encouraged is a more discriminat- 
ing understanding on the part of 
the staff and personnel of the hos- 
pital organization and the elements 
that make up working environ- 
ment in the hospital. 

In this particular area I believe 
the wider use of job descriptions, 
organization charts and statements 
or organization policies will be 
helpful. In this connection, the 
U. S. Department of Labor, in co- 
operation with the American Hos- 
pital Association, recently issued 
a publication entitled “Job De- 
scriptions for Hospitals.” I am 


sure that most administrators have 
seen it. 

But how much and how often 
are these publications used? Does 
every worker in the hospital really 
know about his direct and func- 
tional responsibilities? Lest we get 
the idea that communications are 
only on the written basis, how- 
ever, let us go one step further. 

An organization is not a mecha- 
nism. It is an organism. It changes 
with time and changes in the en- 
vironment. Likewise the job de- 
scriptions change. One way to help 
this process along is through em- 
ployee training. What kind of 
training? Well, the kind of training 
that will lead to changes in the 


67 


4 

re 


job description: Work simplifica- 
tion training, in other words. 

Harold Dunlap, who has been 
working with some hospitals in 
the Metropolitan Boston area on 
such training programs, told me: 

“People being creatures of habit 
carry out many of their duties 
through habit and tradition. The 
attitude I find among professional 
people is that ‘we have specialized 
training for our work;’ or ‘our job 
is different, so the various proven 
tools and techniques are fine for 
the other fellow but will not work 
in our case’.”’ 

In hospitals I have noticed this 
attitude seems to be contagious, 
and runs right through the organi- 
zation. I have often heard the 
statement, “We are dealing with 
peoples’ lives, so it is necessary 
that we do it this way.” They ap- 
parently fail to realize that the 
greater portion of their work is in 
make-ready and put-away, or 
routine tasks that have no bearing 
on the lives of people. 

At one hospital, where approxi- 
mately 100 of the personnel, from 
the staff nurses down through the 
services group were involved, the 
experience has been gratifying. I 
have inspected a large number of 
flow charts, which showed the orig- 
inal and improved methods, made 
out by staff nurses, dietary person- 
nel, and other services personnel. 
We filmed three of these projects 
last summer, two in the diet kitch- 
en, and one weighing a premature 
baby. While filming, it was inter- 
esting to see the enthusiasm of 
those who had developed the im- 
proved methods. One of the com- 
plaints, however, is that it takes 
too long to get action on their sug- 
gestions and recommendations. 
There seems to be some compla- 
cency or lack of understanding on 
the necessity for fast action to 
keep the participants of the pro- 
gram at a peak level of interest. 

I will go on record as saying 
that I haven't seen anything dif- 
ferent in my hospital experience, 
comparing the administrative hos- 
pital officers with top executives 
of a company, or comparing the 
supervisory personnel in a hospital 
with supervisory personnel in in- 
dustry, and under the same con- 
ditions I have seen personnel at 
the general worker level with the 
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same attitudes in some companies 
as we find in a hospital. It seems 
to me that people are people 
everywhere, appreciating more 
and more the opportunity to par- 
ticipate in things that affect them, 
with a burning desire for recogni- 
tion of some sort. 

I am a member of a Society 
for the Advancement of Manage- 
ment committee that is working 
with a major project committee of 
the Nursing Council. This Nurs- 
ing Council is representative of 11 
Greater Boston hospitals. The 
joint committee is making a sur- 
vey of the staff nurses’ duties in 
the hope that some standardization 
can be made, and simpler and easi- 
er ways can be found to carry out 
the nurses’ duties, so they will be 
used more for their specialized 
skills. 

I would like to leave this 
thought with you, that with all 
the people I have worked with in 
my hospital work, there seems to 
be a feeling that the work simplifi- 
cation program would work, pro- 
viding the administrators would 
get behind it. This again ties in 
with industry, as we find that pro- 
grams for improvement and change 
in most every instance fall by the 
wayside if top management isn’t 
the driving force. 

The second basic function of a 
hospital administrator, is to help 
establish a working climate in 
which sustained cooperative en- 
deavor can be achieved. This con- 
cept is elementary, and yet it is 
frequently disregarded. The very 
reason for the existence of an or- 
ganization in the first place is that 
the work that needs to be done, 
that is, the cooperative endeavors, 
cannot be done by one individual 
himself. 

If it were not for the need for 
an organization of people to get 
the work done, there would be no 
need for administrators. This 
seems so basic, so self-evident. 

And, yet, somehow other con- 
siderations sometimes creep in— 
considerations such as, for exam- 
ple, personal aspirations for in- 
creased power and prestige on the 
part of the administrator himself. 
Or, perhaps, on the part of the 
professional specialty of which he 
is a member, and for whom, at a 
particular juncture, he is the offi- 


cial spokesman. Or perhaps there 
is a desire on the part of an ad- 
ministrator to help a colleague, or 
a friend, or a member of some 
other related specialty. Or per- 


_ haps there is a desire to block some 


undeserving person or group. Or 
perhaps there is a certain kind of 
organizational myopia that lacks 
anticipatory foresight. 

So often it is easy to become an 
innocent victim of the last item 
mentioned. Administrators can 
easily go off on tangents such as 
personal hobbyhorses, personal 
curiosities, current organization 
and professional fads and hysteria, 
or plain organizational inertia. 

The effective administrator is 
constantly aware of these Lorelei 
calls, and he tends to use every 
organizational opportunity to get 
answers to the simple question: 
“What are we basically trying to 
do in this hospital?’’ He probably 
knows the answers to this question, 
but he restates it at every oppor- 
tunity so that the members of his 
organization also will be aware of 
the purposes—and so that he may 
learn about any deviations and 
thus anticipate coming problems. 

The third basic function of an 
effective hospital administrator is 
to enunciate the purposes of the 
organization. In other words, he 
not only asks the question: “‘What 
are we basically trying to do in 
this hospital?’’ He also answers 
that question in words, thoughts 
and deeds. If his answers are to be 
at all effective, however, he must 
meet at least two criteria: 

1. He must reflect the purposes 
of the organization as these are 
known to and demonstrated by the 
day-to-day work and behavior ac- 
tions of the members of the or- 
ganization. If he reflects other pur- 
poses, his effectiveness will soon 
decrease, because he will lose both 
the confidence and the respect of 
the wide-awake members of the 
organization. 

2. Yet, at the same time he must 
also give expression to aspira- 
tions and yearnings for increased 
achievements, growth, and change 
of direction. 

The balance to be maintained 
between these two criteria is a 
delicate one, and dealing with it 
is the very essence of administra- 
tive skill. 
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Effective solution for a hospital 


HE $800,000 FisH Memorial 

Hospital, which was opened 
last autumn in DeLand, Florida, 
represents what we believe to be 
an effective and economical solu- 
tion to the problems of planning a 
50-bed hospital in a community of 
about 11,000 population. 

Three conditions were consid- 
ered to be of major importance in 
designing the building and locating 
it upon the site: 

1. That the building be situated 
on the highest portion of the prop- 
erty to assure adequate drainage 
of surface water. 

2. That it should be oriented to 
obtain as much sunlight and natur- 
al ventilation as possible for all 
patients’ rooms and wards. 

3. That the over-all plan take 
advantage of considerable valu- 
able landscaping and paving left 
in place when an old hotel, which 
formerly occupied the site, was 
demolished. 

Fortunately, the topography of 
the site was favorable to a solu- 
tion which satisfied these three 
conditions. The major axis of the 
building was placed along the 
crest of a ridge which ran diago- 
nally across the eastern portion 
of the property. Orientation of the 
nursing units at right angles to 
the major axis assured sunlight 
for each patient’s room or ward 
at some time during every day of 
the year. 


Mr. Pollard is director of the Fish Me- 
morial Hospital, DeLand, Fla. Mr. Peek is 
an architect with offices in DeLand. 
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The main hospital entrance at 
the south end of the major axis 
was centered on an existing con- 
crete entrance driveway, and a 
paved walk running between an 
avenue of fine old trees was ex- 
tended to give a pleasing approach 
to the outpatient entrance from 
the west. 

The building was constructed on 
spread footings and foundation 
walls of reinforced concrete. Ex- 
terior walls above the founda- 
tions are a composite type of face 
brick and hollow clay tile with 
split tile furring. 

The exterior masonry walls form 
bearing for long span steel joists 


MAIN hospital entrance at south end of building looks out on a vista of fine old trees. 


JAMES E. POLLARD 
AND G. MEDWIN PEEK 
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DIRECTOR'S office shows use of modern wall coverings and of acoustical tiles on ceiling. 


which support the gypsum con- 
crete roof deck. White marble 
chips were used for roofing ag- 
gregate to increase the insulating 
value of the roof construction. 
The main floor is supported on 
suspended reinforced concrete 
slabs. Piping and other items of 
mechanical plant are accommo- 
dated in the crawl space below, 
which extends under the entire 
building area not allotted to the 
basement. 

Glass jalousies were installed in 
exterior openings at the clerestory 
level and in the solarium. Inter- 
mediate projected and intermedi- 
ate combination steel windows 
were used elsewhere. Window 
areas in patients’ rooms vary from 
35 square feet in small private 
rooms and 42 square feet in two- 
bed wards to 84 square feet in 
four-bed wards. 

Interior partitions throughout 
the building are hollow clay tile. 
Ceilings of administrative offices, 
corridors, nursery suite, utility 
rooms and kitchen are acoustical 
tile. Floors of administrative of- 
fices, lobby, corridors and patients’ 
rooms are rubber tile. Splay type 
terrazzo base and fabric-plastic- 
lacquer wall coverings were in- 
stalled in corridors as a protective 
measure. Floors of the nursery, 
nervous and mental suite and util- 
ity rooms are terrazzo. 

Floors of kitchen and laboratory 
are quarry tile. All bath and toilet 
rooms, bed pan closets and jani- 
tors’ closets have ceramic mosaic 
tile floors, and glazed tile wains- 
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cots were provided in the operat- 
ing, delivery and emergency op- 
erating suites. The central steriliz- 
ing room has glazed tile walls 
from floor to ceiling and a terrazzo 
floor. 

Particular attention was given to 
the choice of paint colors and col- 
ors of all floors, wall and wains- 
cot coverings for the purpose of 
attaining a cheerful and harmoni- 
ous effect throughout all public 
spaces and patients’ rooms. 

The nursery suite, central steri- 
lizing room and all patients’ pri- 
vate rooms are air conditioned with 


ALL patient's pri- 
vate rooms and op- 
erating rooms are 
air-conditioned. Air 
entering operating 
room is specially hu- 
midified to prevent 
static. 


individual thermostatic control. 
Operating and delivery suites are 
air conditioned with filtered fresh 
air, humidified to prevent static. 
Hot water convectors, thermo- 
statically controlled in seven sep- 
arate zones, provide heat for areas 
which are not air conditioned. 

Two nurses stations, each situ- 
ated to give an unobstructed view 
down three corridors, make control 
of nursing units and clinical fa- 
cilities practicable with a limited 
nursing staff. A nurses call system 
of the audio-visual type and doc- 
tors paging system with an in-and- 
out register furnish mechanical 
aids. 

The ambulance entrance and 
emergency suite are located adja- 
cent to the business office to fa- 
cilitate prompt admittance of 
emergency patients by office per- 
sonnel, 

The total cost of this project 
was $800,000, including $100,000 
for equipment and $50,000 for the 
site. The hospital was built by 
the Bert Fish Testamentary Trust 
with funds left by the late Mr. 
Fish, former United States minister 
to Egypt, Saudi Arabia and Portu- 
gal, and with an allocation from 
the Hill-Burton program. 8 


MAIN floor plan of The Fish Memorial 
Hospital appears on the facing page. —»> 
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a study of nursing care— 


HARVEY M. RADEY JR. 


- A HOSPITAL administrator were 
asked to list the things he is 
- most concerned about at all times 
during his career, patient care 
would head the list. Any admin- 
istrator, then, is vitally concerned 
with the people who render that 


Mr. Radey is assistant administrative 
services director at the Philadelphia Gen- 
eral Hospital. At the time of the study 


described in this article he was admin- 
istrative resident at the Paterson (N.J.) 
General Hospital. 


and by w 


care, and this includes the nursing 
service department. 

The problems surrounding the 
provision of patient care are not 
the same in a hospital with a 
school of nursing as they are in a 
hospital that does not have such a 
school. In 1950 the members of the 
Assistant Hospital Administrators 
Society of New Jersey conducted 
a study of nursing care in a group 
of hospitals that have schools of 


nursing.* Last year we studied 10 
New Jersey hospitals that do not 
have such schools, and our findings 
were interesting. 

It is important to state at the 
outset that this study did not con- 
sider in any way the quality of 
nursing care rendered, but was 
confined to the quantity of nursing 
care provided. 

The study prompted us to make 
these conclusions: 

1. Proximity to a large metro- 
politan area does not seem to af- 
fect the hospital’s ability to secure 
an adequate nursing staff. 

2. There is a need for establish- 
ment of current normal standards 
of nursing hours per patient in a 
24-hour period and the need for 
a pattern of keeping norms cur- 
rent. There are indications that 
administrators are unable to prop- 
erly evaluate the adequacy of their 
standard without some current 
norm by which to judge. 

3. From the comparison of nurs- 
ing care on the highest and lowest 
days of care, it was shown that the 
nursing care is not geared to meet 
the continually fluctuating patient 
census. It would appear that better 
utilization of part-time personnel 
could be made to meet the chang- 
ing patient census. 

4. Peak loads of nursing hours 
rendered are in the day shift. Al- 
though the study shows a greater 
amount of nursing care rendered 
on the day shift, the greatest vari- 
~ *Who Really Takes Care of the Pa- 
tient? By R. Ashton Smith, Charles M. 


Smith and Warren G. Ranier. The Mod- 
ern Hospital, July 1951. 


Study of medical and surgical inpatient care (adults and children) in 10 New Jersey hospitals without 
schools of nursing, week of February 10-16, 1952. 


Exhibit I — Pertinent data 


Hospital A B S D E F G H / J 

Bed complement (units in study only)................. 60 66 75 106 39 74 61 27 65 87 
Adjusted census: 

55 59 34 96 26 56 46 20 54 56 

57 63 37 99 33 66 50 24 63 61 

53 55 32 80 20 45 39 17 50 49 
Number of medical and surgical units in study......... 3 2 1 2 2 8 6 1 2 2 
Centralized sterile supply? . . .. No Yes Yes Yes Yes Yes Yes No No No 
Post-operative recovery rooms?.........66.6 ee eennes No No No No No No No No No No 
Contagion patients included?...... No No No No No No No No No No 
Food service to bedside by nurses or dietitians........ N&D D N D D N D N N N 
Number of graduate nurses (units in study only)........ 18 22 15 114 15 57 35 8 40 27 
Number of non-professional nursing personnel......... 13 18 50 55 10 18 27 8 3 26 

(units in study only) 
MTA, A, or LTA* nursing complement. .............-. LTA LTA LTA A LTA LTA LTA A A LTA 
Nursing care standard MTA, A, or a A MTA a 

*More Thon Adequate, Adequate, or Less Than Adequate. 
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Hospital A B Cc D 
Full day: Weekly overage............... 3.92 3.12 4.85 3.56 5.74 3.74 5.34 5.10 4.54 4.66 4.46 
4.07 3.75 5.15 4.00 7.77 4.86 6.29 6.06 5.31 5.56 5 
a ss eee 3.49 2.37 4.46 3.09 3.88 3.13 4.66 3.94 3.87 4.13 37 
Day: Weekly average. ...........05- 1.70 1.68 1.99 1.86 2.81 2.08 2.50 1.80 2.31 1.83 oe 
1.75 2.00 2.34 2.13 4.00 2.77 2.83 2.47 2.67 2.19 2.5 
1.45 1.18 2.03 1.48 1.94 1.75 2.21 1.44 1.79 1.55 1.68 
Evening: Weekly average............... 1.37 0.86 1.64 0.95 1.59 1.09 1.61 1.74 1.37 1.55 1.38 
1.45 1.07 1.64 1.14 1.95 1.38 1.87 2.24 1.74 1.53 1.60 
STS, PO MO 1.31 0.71 1.62 0.87 0.97 0.86 1.36 1.25 1.25 1.55 1.18 
Night: Weekly average. .............. 0.85 0.58 1.22 0.74 1.34 0.57 1.23 1.56 0.86 1.28 1.02 
Ns cc eksivesluune 0.87 0.68 1.17 0.75 1.82 0.71 1.59 1.35 0.90 1.84 1.17 
i cb cehavcecel 0.73 0.48 0.81 0.73 0.97 0.52 1.09 1.25 0.83 1.03 0.85 


Exhibit (3 — Percentage of care by graduate nurses* 


Hospital A B D E F G H Average 
Full day: Weekly average. .............. 50.8 61.6 40.9 52.0 55.6 54.0 40.6 57.9 85.7 59.2 55.9 
50.0 64.0 45.0 51.0 54.0 58.0 41.0 64.0 79.0 59.0 56.5 
54.1 45.0 36.0 52.0 69.0 53.0 40.0 64.0 89.0 53.0 55.5 

Day: 57.0 66.0 60.0 54.0 56.0 58.0 34.0 46.0 95.0 71.0 59.7 
b's 58.0 73.0 60.0 59.0 59.0 66.0 35.0 46.0 90.0 72.0 61.8 
60.0 40.0 60.0 61.0 63.0 57.0 35.0 45.0 93.0 58.0 57.2 

Evening: Weekly average............... 42.0 42.0 25.0 47.0 50.0 47.0 38.0 66.0 60.0 49.0 46.6 
40.0 38.0 29.0 36.0 56.0 48.0 32.0 61.0 60.0 50.0 45.0 
60 44.0 33.0 25.0 43.0 75.0 47.0 35.0 75.0 85.0 50.0 51.2 

Night: ee 51.0 78.0 31.0 54.0 61.0 50.0 59.0 62.0 86.0 56.0 58.8 
50.0 80.0 40.0 56.0 40.0 50.0 62.0 100.0 83.0 50.0 61.1 
eee 60.0 75.0 0.0 44.0 75.0 50.0 57.0 75.0 86.0 50.0 57.2 


“Percentage of care by nonprofessional nursing personnel is the reciprocal of these percentages. 


Exhibit 4— Percentage of nonprofessional care by licensed practical nurses 


Hospital A D E F G H J Average 

Full day: Weekly average. .............. 83.0 20.0 48.0 8.0 23.0 ae 55.0 3.0 sa 100 34.0 
opt. 79.0 20.0 50.0 8.0 11.0 55.0 40.0 100 36,3 

Day: co 100 8.0 8.0 45.0 42.0 5.5 100 30.9 
100 “py 9.0 22.0 bee 44.0 67.0 100 34.2 

Evening: Weekly average............... 73.0 22.0 70.0 5.0 70.0 100 34.0 

Night: 70.0 100.0 51.0 18.0 68.0 100 40.7 


Exhibit 3 — Percentage of nonprofessional care by nonlicensed practical nurses 


Hospital A B Cc D E F G H ! J Average 

Full day: Weekly average............... 17.0 15.0 ose 35.0 ves 9.0 80.0 15.6 
Ge 20.0 17.0 40.0 6.0 40.0 sen 12.3 

9.0 15.0 see 40.0 11.0 66.0 bee 14.1 

Day: Weekly average. 19.0 28.0 eee 7.5 56.0 1.1 

Evening: Weekly average............... 18.0 49.0 owe 100.0 vou 16.7 
as one 20.5 ope 42.0 spe 100.0 Jun 16.3 

Night: Weekly average... 26.0 100.0 ose 32.0 100.0 25.8 
bee see 33.0 ven 100.0 one oes 100.0 23.3 
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Exhibit 2 — Hours of care per patient 


Exhibit G— Percentage of nonprofessional care by female nurse aides 


Hospital A B ¢ D E F G H / J Average 

Full day: Weekly averaoge............... 9.0 39.0 17.0 60.0 19.0 69.0 ns 3.0 71.0 28.7 
14.0 30.0 25.0 58.0 16.0 70.0 54.0 26.7 

9.0 46.0 21.0 67.0 62.0 11.0 12.0 57.0 28.5 

Day: Weekly average. 55.0 40.0 60.0 17.0 53.0 5.5 22.8 
50.0 50.0 56.0 22.0 51.0 22.9 
50.0 50.0 72.0 39.0 22.0 20.0 25.3 

Evening: Weekly (380 146 We 82.0 {32.9 
33.0 20.5 20.0 67.0 27.0 78.0 65.0 31.1 

25.0 50.0 16.5 65.0 75.0 65.0 29.7 

Night: Weekly average. .......eecnees 48.0 100.0 14.8 

60.0 100.0 16.0 


Exhibit 7— Percentage of nonprofessional care by orderlies and male attendants 


Hospital A B Cc D E F G H / J Average 
Full day: Weekly average............... 6.0 20.0 20.0 18.0 10.0 20.0 24.0 14.0 24.0 15.6 
7.0 20.0 8.0 12.0 18.0 18.0 32.0 20.0 20.0 15.5 
18.0 21.0 22.0 20.0 26.0 5.0 22.0 43.0 17.7 
Day: Weekly overage............5.. 19.0 24.0 10.0 21.0 33.0 36.0 33.0 86.0 26.2 
25.0 25.0 9.0 32.0 44.0 33.0 55.0 22.3 
17.0 25.0 14.0 33.0 41.0 40.0 100.0 27.0 
Evening: Weekly average..............- or 25.0 15.0 24.0 bee 12.0 16.0 13.0 10.5 
25.0 16.5 33.0 vee 18.0 he's 35.0 12.8 
Night: Weekly overage...........+5.. 30.0 23.0 34.0 ne 8.7 
33.0 ose 25.0 32.0 9.0 
Exhibit 8 — Percentage of nonprofessional care by Red Cross nurse aides 
Hospital A B c D E F G H i J Average 
Full day: Weekly average............... 1.0 3.0 9.0 11.0 9.0 5.0 3.8 
ave 8.0 15.0 12.0 7.0 26.0 6.8 
Doy: Weekly average. .........5555: 4.0 6.0 12.0 14.0 7.5 14.0 5.8 
Sex 4.0 33.0 17.0 er 45.0 9.9 
ce 16.0 14.0 20.0 14.0 6.4 
Evening: Weekly average..............- 3.0 9.0 10.0 14.0 5.0 4.) 
16.0 14.0 20.0 24.0 74 
Night: Weekly average. 
Exhibit 9— Percentage of nonprofessional care by other voluntary aides 
Hospital A B Cc D E F G H ! J Average 
Full day: Weekly average. 2.0 3.0 3.0 4.0 1.2 
Day: Weekly average. .........-+55- 3.0 6.0 5.0 3.0 1.7 
Evening: Weekly average...........+.-- 9.0 3.0 7.0 1g 
Night: Weekly average. 
HOSPITALS 
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ation is also shown on that shift, 
indicating that it is spasmodic. 
The evening and night shifts show 
a decrease in the amount of nursing 
care given but they also show less 
variation, indicating more even 
distribution of patient care during 
the evening and night. A trend 
toward less care on weekends also 
was revealed. 


SELECTION OF HOSPITALS 


Through the cooperation of the 
New Jersey Hospital Association, a 
preliminary questionnaire letter 
was submitted to 24 pre-selected 
acute voluntary general hospitals 
in New Jersey. 

The ten hospitals selected for the 
final tabulations were chosen be- 
cause they give a representative 
cross-section of the state. They are 
classified as three rural, three ur- 
ban, two suburban, and two 
urban-suburban, ranging in size 
from 54 to 145 beds. 

The hospitals participating in 
the study have been identified al- 
phabetically from A through J in 
order to avoid the use of names. 
Hospitals B, G, and I typify the 
rural hospital caring for an aver- 
age population of approximately 
9,000 to 18,000. Of the three, hos- 
pital G is the most isolated. Hos- 
pitals C, H, and J are urban hos- 
pitals located in cities of from 
13,500 to 438,000 population, but 
hospitals C and H are out of 
character because they have larger 
supporting hospitals in the same 
city. Hospitals A and E are urban- 
suburban hospitals in cities of 
97,000 and 44,000, respectively, 
with other hospitals in the city. 
The two remaining hospitals, D 
and F, are suburban, being situ- 
ated in cities of 17,000 population 
and in relatively wealthy sections 
of the state. 

The geographical location does 
not seem to be the criterion by 
which nurses choose their hospi- 
tals, for the urban hospitals have 
fewer graduates than do any of 
the other hospitals studied. 


BACKGROUND INFORMATION 


In order to obtain a better un- 
derstanding of the statistical data 
and analysis that follows, some 
considerations that were important 
In making the study were given in 
the instruction sheet that was sent 
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to each hospital; the pertinent in- 
structions were: 

1. The purpose is to compute the 
hours of bedside nursing care given 
to medical and surgical patients only. 
Personnel who make it possible for 
nurses to give more time to patients 
should be included but please exclude 
all personnel engaged primarily in 
housekeeping duties. 

2. This study is confined to med- 
ical surgical inpatient care 
(adults and children) only; there- 
fore, do not include services in the 
obstetrical department, pediatric de- 
partment (if separate), emergency 
room, and the like, which may form 
the basis for a further study. 

3. Administrative nursing hours, 
such as evening and night super- 
visor’s time, should not be included 
unless they are providing nursing 
care to the patient. In computing the 
hours of care, only work hours should 
be counted. Please do not include 
meal hours. Rest periods should be 
included in work hours. 

4. Use the patient census as of 
midnight of the preceding day as the 
starting census; thereafter, use the 
midnight census, ignoring fluctuations 
that occur during the day. 

5. The census will be adjusted at 
the rate of one patient subtracted 
for each 24-hour period of private 


duty nurse coverage, i.e., one-third 


of a patient subtracted for every 
private-duty nurse serving an eight- 
hour shift. 

The study was limited to a peri- 
od of seven consecutive days, 
which would include the problems 
involved in weekend coverage. 


PERTINENT DATA 


Some of the factors that might 
have a bearing on the amount of 
patient care given by nursing per- 
sonnel each day are these: Does 
the hospital have post-operative 
recovery rooms? Who prepares the 
sterile syringes, supplies, needles, 
etc.? Are contagion patients in- 
cluded in the study? This data was 
compiled and is presented as ex- 
hibit 1—Pertinent Data, along with 
some descriptive information about 
the hospitals. 


HOURS OF CARE 


Throughout the entire study the 
primary concern was the care of 
the patient. After collecting the 
data, the original questions of how 
much care each patient received 
and who provided it were recon- 
sidered. The nursing care provided 
by private-duty nurses was ex- 
cluded by adjusting the patient 
census, as mentioned previously. 


The resulting table (see exhibit 
2—Hours of Care per Patient) is 
arranged to show the variations 
between the highest and lowest 
days of patient care, as well as 
the weekly average, for a full day 
and for each shift of the full day. 

The hours of care per patient 
vary from 3.12 in hospital B to 
5.74 in hospital E. Hospital E, how- 
ever, reported that the particular 
week chosen for the survey, Feb- 
ruary 10-16, 1952, showed the 
lowest patient census since August 
1951, which accounts for the high- 
er number of nursing hours than 
is normally given. Hospital B also 
reported that because of unusual 
circumstances, a number of its 
most reliable volunteer workers 
were absent during the week of the 
survey; they normally contributed 
approximately 80 additional hours 
of nursing care, which would bring 
their weekly average closer to the 
4.46 average for all the hospitals. 


HIGHEST DAY, LOWEST DAY 


In determining the highest and 

lowest days of patient care, the 
total hours of care rendered and 
the adjusted patient census for 
that day were considered. It is 
important to point out that in the 
adjusted census line of the Perti- 
nent Data table, Exhibit 1, the 
highest day is the highest census 
day—not the highest day of care 
as is the case in all the other tables 
that are presented. The same ap- 
plies to the lowest day of the ad- 
justed census line. 
- In most of the hospitals the full 
day of highest care was the one in 
which the adjusted census was the 
lowest and vice versa for the low- 
est day. That is, the adjusted cen- 
sus was the highest with relatively 
little increase in the hours of nurs- 
ing care rendered, thus pointing 
out that whereas the patient census 
varied, the amount of nursing serv- 
ice did not vary proportionately, 
and in some instances the amount 
of nursing care had _ actually 
dropped when the patient census 
had risen. 

The statistics show that the pa- 
tient does not receive the same 
amount of nursing care every day 
and that it varies among the shifts, 
also. The greatest amount of nurs- 
ing care, as most people know, is 

(Continued on page 81) 
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Aim of the American Hospital Association: To pro- 
mote the public welfare through the development of 
better hospital care for all the people. 


The Blackjack 


It is NoT known how many hospitals follow the 
practice of soliciting funds from business firms 
that supply hospitals purely on the basis of such 
commercial relationships. But every so often, a 
copy of one of these letters of solicitation is for- 
warded to the Association. These letters usually 
read somewhat as follows: 

“We are sending this letter to all business firms 
with which the hospital has done business. It is 
our hope that each will respond with a contribu- 
tion to our building program of at least.......... per 
cent of the business you have received from this 
institution during the past year. As you will rec- 
ognize, the range and amount of supplies the hos- 
pital will use following completion of our new 
facilities will be proportionately increased over 
what the hospital now requires.” 

Several letters very similar to the above have 
been received by the Association and by various 
hospital supply firms lately. Perhaps the best com- 
ment to these is to reprint and to reaffirm an opin- 
ion expressed in an editorial in HOospPiITALs in 
February 1951: 

“The practice (of sending such solicitations) is 
so shortsighted, undignified and unethical that it 
must be looked upon as springing from innocence, 
not from a disinterest in respectability which the 
appearances might suggest. This recitation, then, 
is for the innocent: 

“Why is it short-sighted? Because the ultimate 
result is higher costs to the patient. To fulfill all 
such requests, a company could maintain the nec- 
essary slush fund only by raising its margin of 
profit. 

“Why is it undignified? Because the public today 
expects a hospital to discharge its responsibilities 
in an orderly way, and this includes the raising of 
funds. No matter how justifiably he is dependent, 
and no matter how badly he needs the money, a 
panhandler still looks like a panhandler, and that 
is not the way a hospital should look. It is no 
happenstance that most hospitals suppress any 
momentary impulse to flag down all passersby 
who look prosperous and instead turn to their own 
communities for the support to which they are 
entitled in exchange for good community service. 

“Why is it unethical? Because a hospital places 
itself in the position of extracting money under 
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the implied threat of punishment. The implication 
cannot be avoided that, unless a solicited company 
responds, its sales will suffer. These circumstances 
are very much the same as those in which a city 
shopkeeper’s windows will not be broken if he 
will pay protection money to persons who have 
no compunction against breaking shop windows.” 


Controls and labor relations 


HOSPITALS WOULD DO WELL to study carefully the 
April 10 bulletin distributed to institutional mem- 
bers by the Washington Service Bureau. This bul- 
letin, which highlights the American Hospital As- 
sociation’s position on both economic controls and 
labor relations, points out forcefully the effect an 
adverse decision by Congress on either issue could 
have on the operation of all voluntary hospitals. 
Such a decision could well impair the quality of 
hospital care provided patients. As the Washington 
Service Bureau Bulletin points out, these issues 
“require an understanding of the essential com- 
munity nature of hospital service, an awareness 
that the welfare of patients may be jeopardized if 
hospitals’ functions are interrupted or impaired.” 

While the Association has stated its position be- 
fore committees of Congress, representing the hos- 
pital field in a public-spirited manner, hospitals 
have. the responsibility also of thoroughly under- 
standing the implications of the issues involved 
and of voicing to their own Congressional repre- 
sentatives how these present proposals will affect 
the care of their patients. 


Coming next month 


It’s NEVER TOO LATE to “turn over a new leaf” and 
start anew. All of this is by way of reminding 
readers of the Journal that the Administrator’s 
Guide Issue, published as Part II of the June issue 
of HospIra.s, will be out next month. Each year, 
as this special section is published, the Association 
receives more and more comments about its value 
and use—not only to administrators but also to key 
personnel in all parts of the hospital. 

One of the key factors in the success of this par- 
ticular issue of HOSPITALS, as reported by adminis- 
trators and department heads, is the Management 
Guides section. Here, day to day reference material 
and check lists for such departments as dietary, 
nursing, purchasing, pharmacy, engineering and 
maintenance, laundry, housekeeping, as well as 
guides for various other administrative functions, 


‘provide compact, authoritative and easy to fol- 


low recommendations. Every administrator should 
lose no time in reviewing Section II of that issue 
and determining how to best utilize the wealth of 
information, statistics and material not only in his 
own operation but by his department heads and 
key personnel as well. 
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Under the familiar easy-to-remove metal Safti-cap* 

every Cutter Solution Saftiflask and Saftisystem* 

Blood Bottle now has the exclusive Saftitab Stopper. 


&. 


SECONDARY SAFETY SEAL 


Left tab illustrates how tabs 
are forced into ball sockets 
by cap pressure. 


j 
PRIMARY SAFETY SEAL. Molded-in tab ¢ 
stretches a split second before it pulls out. 


READY FOR SAFE 
ADMINISTRATION 


After tabs are removed, 
the solid stopper has 
through holes... for 
simple insertion of ad- 
ministration set. 


Safety! 


Are you getting it on 
your solutions flasks and 
blood bottles? 


For years it has been recognized that the safest closure for 
intravenous flasks is a stopper which is solid; that is, a 
stopper without holes going entirely through it. During 
sterilization, tremendous pressures, alternately internal 
and external, are built up. With a defect in the cap, in 
liner, cr] or bottle lip, ft leakage may occur. Such de- 
fects are very rare — but very sure. However, if a solid stop- 
per ggg lies under the cap, such leakage cannot occur. 


Why then, have not all intravenous solutions had solid 
stoppers? 9 The reason is that until the advent of the 
Saftitab Stopper, WH all solid stoppers, including Cutter’s, 
were inconvenient to use and ruined expensive needles. 
Civilian hospital personnel just wouldn’t use them. 
The Armed Services recognized the greater safety of a solid 
stopper @fand specifies it. They can dictate what is to 
be used. ° 


We and other manufacturers recognized the greater safety 
of the solid stopper W when we refused to sell flasks 
intended for such easily contaminated material as blood, 
plasma, and amino acids, with anything but a solid stopper. 


For years we have worried about supplying intravenous 
solutions with closures which were “nearly” safe and have 
searched for open stopper convenience with solid stopper 


safety. 


We found it—the Saftitab stopper—safer because it’s solid 


yet with open stopper convenience! 


CUTTER Laboratories 


Saftiflask’ Solutions -Saftisystem Blood Bottles 
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the case of 


HO IS ENTITLED to free care 
W:.. a community hospital, and 
what standards are being used to 
determine ability-to-pay for pa- 
tients not protected by Blue Cross 
or other insurance? Such indi- 
viduals often cause a financial 
burden to hospitals, and many be- 
come temporarily and medically 
indigent as to their ability to pay 
the costs of necessary care. 

To determine the prevailing 
practice and opinion in the Phila- 
delphia area, a hypothetical “Case 
of Mr. X”’ was submitted to 101 
hospital people. The estimated 
hospital bill was $250, and com- 
plete identical information about 
Mr. X was made available. It 
covered his age, number of de- 
pendents, weekly earnings, ex- 
pected loss of income, previous 
medical obligations, sickness bills 
following hospitalization, monthly 
rent, available savings, outstand- 
ing indebtedness, value of personal 
assets, personal habits and repu- 
tation of the family, possibilities 
of borrowing, financial resources of 
relatives, usual family expense 
budget, and so forth. 

The complete information, in 
the form it would have been ob- 
tained from interview and inves- 
tigation, was presented to 101 
hospital people, as follows: 21 
trustees; 29 administrators and 
assistant administrators; 40 ac- 
countants, admission clerks, credit 
and collection officers; 11 social 


“workers. 


Each was asked to indicate con- 
fidentially how much Mr. X should 
be charged, as a matter of policy, 
and how much he would probably 


Mr. Rorem is executive director of the 
Hospital Council of Philadelphia. 
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C. RUFUS ROREM, Ph.D., C.P.A. 


pay within a year, as a matter of 
fact. A summary of the facts af- 
fecting Mr. X’s ability-to-pay ap- 
pears as an appendix to this article. 

The tabulation reveals a median 
of $170 for the recommended 
charge to Mr. X, or an average 
“free service” allowance of $80 
from the hospital bill estimated 
at time of admission. There is wide 
variation in the recommended 
“write-offs’’ by the 101. different 
hospital people, of whom 39 felt 
that Mr. X should be charged the 
full amount of $250 and 13 were 
of the opinion that he should be 
immediately classified as com- 
pletely free under the known cir- 
cumstances. 

Proportionately, the hospital ad- 
ministrative and financial group 
were most reluctant to write off 
Mr. X’s account at time of admis- 
sion. The median suggested charge 
by the administrators was $240; 
by the financial group (account- 
ants, credit, collection and admis- 
sion officers) $203. In contrast, the 
trustees and social workers felt 
that substantial free-service al- 
lowances were justified, and they 
recommended, as groups, medians 
of $120 and $100 respectively. 
Within each group there was wide 
difference of opinion as to the 
proper amount to be charged Mr. 
X. 

The confidential estimates of 
amounts which probably would be 
collected from Mr. X tell a differ- 
ent story. The median expected 
collection was $100. Only 15 of the 
total number believed that Mr. X 


would pay his bill in full, and 19 
despaired of collecting anything 
on behalf of their respective hos- 
pitals. The median expected col- 
lection was proportionately lowest 
for the administrative and finan- 
cial groups, whereas the trustees 
and social workers believed, gen- 
erally speaking, that the original 
free service allowance represented 
the total write-off to be expected. 

Thirty-nine persons suggested 
that Mr. X be granted no charity 
allowance, but only 15 of them 
believed that he would actually 
pay his bill in full. Inspection of 
the replies revealed that the other 
24 of these people predicted actual 
collections as follows: three as 
free; seven as $51-$100; eight as 
$101-$150; six as $151 to $249. 

Many of the 101 hospital people 
recommended a charge somewhat 
higher than the amount Mr. X 
would probably pay. The differ- 
ential was explained partly by the 
hope that a higher charge would 
be an incentive to a higher pay- 
ment. At any rate, the median 
estimate of the amount collectible 
was $100 and the median value of 
the “write-off was $150 for the 
101 individuals whose judgments 
were recorded. 

There was wide variance of 
opinion among individuals. For 
example, five of the 29 adminis- 
trators believed that Mr. X, under 
the circumstances, would pay his 
bill in full; six estimated he would 
pay nothing. Seven of the 40 fi- 
nancial officers thought that he 
would pay everything; five ex- 
pected him to pay nothing. Three 
of the 11 social workers rated him 
as “entirely free,’ but the median 
was $75 collectible. The trustees 
varied just as widely in their 
judgment of the financial result 
of Mr. X’s admission. Three of the 
21 expected he would pay the 
regular charges; five believed he 
would pay nothing. There was a 
widely varying “means test” ap- 
plied to Mr. X in granting the 
“free-service allowance’”’ for his 
hospital care. 

If Mr. X had “not yet’’ been ad- 
mitted, he would have _ been 
required to make an advance 
deposit, or advised to apply at 
“some other’ hospital which re- 
ceives more endowment income, 
Community Chest aid or tax sup- 
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Something that 


with every 
BABY INCUBATOR 


2 Ten years ago—but only after several years 
of experimental work and hospital testing— 
the first Armstrong X-4 Baby Incubator was 
sold to a hospital. 


Since then, over 17,000 X-4 Baby Incubators 
have been delivered to hospitals in the U. S. A. 
and 67 foreign countries. This, we believe, 
spells EXPERIENCE. But there has never been 
one cent of the cost for this experience included 
in the price of the X-4. 


Almost anyone could manufacture a baby in- 
cubator and perhaps even match the low price 
of the X-4. But no one can match the experience 
that goes free with every Armstrong Baby 
Incubator. 


You never miss the troubles you don’t have. 
But there’s no reason for taking chances. If 
you want to be SAFE—if you want to be SURE— 
if you want EX PERIENCE— buy the Armstrong 

X-4 (Nursery type) Baby Incubator. Itis backed 
probes ee by over 17,000 incubators’ worth of experience 
—and is still sold at the same low price. 


suggests only one thing—the 
Armstrong X-4. 


1E GORDON ARMSTRONG COMPANY, INC. 
Division LL-] Bulkley Building, Cleveland 15, Ohio 


Distributed in Canada by seat & Bell, Lid. 


“Back of every Armstrong X-4 culls Incubator is over 17,000 incubators’ worth of experience” 
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port. At most hospitals the amount 
to be charged Mr. X would be de- 
termined independently by the 
admissions or credit officer, but 
the medical social worker might 
be asked to assist the family in 
planning for the future. 

How does one explain the widely 
different estimates of the collect- 
ible amount when the same basic 
facts were placed before 101 hos- 
pital people? 

Generally speaking, representa- 
tives of hospitals that regularly 
provide large amounts of “free” 
service, accepted Mr. X’s need as a 
typical burden to be assumed by 
the institution, and one which was 
unavoidable in the present state 
of public opinion. People from 
hospitals with limited public sup- 
port saw no alternative to a firm 
collection policy, even if embar- 
rassing to Mr. X. Administrative 
officers of hospitals were inclined 
to present Mr. X with a full bill, 
even if they doubted his ability 
to pay, which would be greatly 
influenced by his intention and 
desire to do so. 

The amount of free care a pa- 
tient may expect to receive at a 
hospital is influenced by other 
factors than his own financial 
status. These factors include the 
hospital’s financial resources, the 
prevailing attitude in the commu- 
nity and the patient’s sense of re- 
sponsibility toward the payment 
of a hospital bill. Still more im- 
portant is the subjective opinion 
of the individual asked to appraise 
the situation. Uniform objective 
standards do not appear to exist 
for dealing with financial and per- 
sonal problems of this kind. 

The case of Mr. X has been pre- 
sented and discussed as a single 
problem of ability-to-pay and 
ability-to-collect. But it also il- 
lustrates the broader problem of 
establishing policies and standards 
for providing free service to hos- 
pital patients in each community. 
Mr. X could have solved much of 
his own financial problem by sub- 
seribing for hospital and medical 
care insurance. He probably will 
do so after leaving the hospital, 
inasmuch as most regularly em- 
ployed persons can afford Blue 
Cross protection. 

The hospital's first task was to 
provide service in accord with Mr. 


X's needs and the community de- 
mands; then, to achieve reim- 
bursement from Mr. X and from 
the community. The more money 
collected from Mr. X, the less 
chargeable directly or indirectly 
to contributors, taxpayers or other 
patients. Somehow the full costs 
must be met. 

From the community’s point of 
view, Mr. X is the recipient of 
public assistance to the extent that 
his own payments are less than the 
value of the services he receives. 
The amount of such “relief’’ con- 
templated by the 101 persons 
varied from nothing to the total 
$250 hospital bill. The total in- 
volved in the 101 decisions was 
$25,250, and the total write-off 
was $15,650 (101 x $150). 

Mr. X is not unusual. His name 
is legion. Probably most voluntary 
hospitals would find that one- 
tenth of their inpatients, more or 
less, were no better off than Mr. X. 
On a national basis, this repre- 
sents 1,400,000 patients, or at 
least $210,000,000 chargeable to 
the public for the care of medically 
indigent patients annually in vol- 
untary hospitals. 

The following conclusions seem 
justified from this analysis of the 
Case of Mr. X: 

1. Present methods of estimating 
ability-to-pay are affected by a 
hospital’s financial requirements, 
as well as a patient’s income and 
resources. 

2. Individuals arrive at different 
estimates of the amount collectible 
from a patient, even when similar 
objective data are obtained from 
interview and investigation. 

3. A regularly employed person, 
even with a good income, may be- 
come medically indigent when 
faced suddenly with a hospital bill 
and absence from gainful employ- 
ment. 

4. There is a need for. uniform 
standards of eligibility for free 
hospital service. These standards 
should be established by commu- 
nity representatives and not be 
dependent upon the financial po- 
sition of the hospital or the 
personal characteristics of the ad- 
mitting officer. 

A hospital is conducted pri- 
marily for professional service, re- 
search and education. It is not a 
financial institution or banking 


agency. The public's interest is 
best served by adequate reim- 
bursement to hospitals for “free” 
service to members of the com- 
munity. 

Such a policy is necessary to 
stabilize the income of voluntary 
hospitals, assure a humane dis- 
tribution of care to individuals in 
need of service, and encourage the 
maintenance of high standards in 
the hospitals of our nation. 

A-P-P-E-N-D-I-X 
The Case of Mr. X 


Mr. X is a married veteran, with 
three children, one in school. He 
earns $90 weekly take-home pay as 
a skilled worker in a plant 4 miles 
from home. He has temperate habits, 
normally good health, and a record 
of paying bills promptly. He has 
been admitted for immediate surgery, 
after 2 weeks’ absence from work. He 
has $30 in the bank. 

His hospital bill will be $250, for 
14 days’ bed care and considerable 
diagnostic service and expensive 
medicine. He already owes $100 for 
doctor and medical bills, and will 
need $120 more for drugs during the 
year following his discharge. The 
surgeon will waive his fee until the 
hospital is paid. 

Mr. X will receive $120 disability 
benefits to apply on his loss of $720 
income while absent from work. He 
carries $2,000 term life insurance 
without surrender value. He has in- 
curred unpaid bills of $100 for doc- 
tors’ fees and medicines. The family 
owes $15 to the church. 

The family pays $80 monthly rent 
for a 5-room duplex. They have no 
television set. Furniture and house- 
hold equipment have been purchased 
on the installment basis, with $800 
still owing (payable $25  semi- 
monthly) to a personal loan com- 
pany. There is $400 due on the 
automobile, payable $35 per month to 
another finance company. The forced- 
sale value of the car is about $500. 
Food bills have averaged $150, about 
$1 per-day-per-person. Clothing ex- 
penses have been about $20 per 
month. 

No commercial bills are outstand- 
ing, but Mr. X is two weeks behind 
on rent, furniture, and auto pay- 
ments. The finance companies will 
defer current’ installments two 
months, but will advance no more 
cash without co-signatures. A com-’ 
mercial bank will provide $200 as a 
character loan for general expenses, 
and an additional amount for the 
hospital bill if guaranteed by the hos- 
pital. Friends and relatives are un- 
able to assist financially, but a 
neighbor has agreed to give (not 
lend) $50 for grocery bills. Tonsillec- 
tomies for the two older children 
have been recommended by the 
family doctors. 
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Hots TER Birth Certificates 


For the rest of his life, this baby will treasure 
and use his Hollister Inscribed Birth Certificate — 
he will forever value this gesture of goodwill you 
presented to his parents. 


His Inscribed Birth Certificate will always be 
valuable in proving date and place of birth. It will 
be useful to him in many ways— for entering 
school, for proving citizenship, for obtaining a 
passport, for social security — to name just a few. 


Please send me my free 
copy of your 19534 Birth 


His Inscribed Birth Certificate becomes positive 
proof of his identity too, because on the back are 
his footprints and mother’s thumbprints — unques- 
tionable evidence if it is ever needed. 

A Hollister Inscribed Birth Certificate designed — 
for your hospital will include the hospital's name 
and a photograph or drawing if you wish. Why 
not send today for samples and new portfolio that 
pictures all of the Inscribed styles. 


FRANKLIN C. HOLLISTER Co. — 833 N. ORLEANS ST., CHICAGO 10, ILLINOIS 


Certificate portfolio. 
No obligation of course. 
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only 
your hospital 
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Custom 


Is you can see from these letters, expectant mothers 


from all over the country have written us about our 
new Birth Announcements. 


These unsolicited testimonials are the best possible 
indication of the wide and wonderful appeal the 
clever, novel Hollister Announcements have for new 


Hollister Custom-Made Birth Announcements are the could offer P 
Announcements that feature a miniature of your hos- of their widespread popularity. 

pital’s own birth certificate. Each box of 12 folders ; 

has 8 different dainty and colorful baby design covers. Why not make them available to your maternity 
You sell them to parents for $1.85 for 12, your dis- patients? See how easy it is to earn really substantial 
ee ee profits with this new Hollister Goodwill builder. 


833 NORTH ORLEANS ST., CHICAGO 10, ILLINOIS 


Please send me (without obligation) samples, 
prices and complete information 

about your new Custom-Made 
Birth Announcements. 
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A study of nursing care 
(Continued from page 75) 


rendered during the day, the next 
greatest amount in the evening, 
and the least amount during the 
night. 


PERCENTAGE OF CARE 


This study showed that an aver- 
age of 4.46 hours of nursing care 
was being given to medical and 
surgical inpatients and that 55.9 
per cent of that care was being 
rendered by graduate nurses and 
44.1 per cent by nonprofessional 
nursing service personnel. With 
a variability of some 53 per cent 
between the percentages of care 
given by graduate nurses in two 
different hospitals, it is brought 
forcefully to one’s attention that 
what constitutes adequate gradu- 
ate nursing care in one hospital 
may not be adequate in another. 

The averages, however, give a 
figure toward which the hospitals 
with lower percentages can strive. 

The percentage of care rendered 
by nonprofessionals is the recipro- 
cal of the percentage given by 
graduates. The percentage of that 
nonprofessional nursing care is 
further subdivided to show clearly 
who the nonprofessionals are that 
are giving the care and how much 
they are contributing toward the 
care of the patient. (See exhibits 
4, 5, 6, 7, 8 and 9.) Since hospital 
D was the only one reporting the 
use of floor secretaries, a separate 
table was not included to show the 
percentage of care rendered, but it 
was 8 per cent for the weekly 
average of a full day, 10 per cent 
being rendered during the day 
shift, 6 per cent during the evening 
shift, and none on the night shift. 


PERSONNEL-PATIENT RATIOS 


If one is to attempt to answer 
the question as to what proportion 
of professional and nonprofessional 
nursing care results in a high level 
of patient care, the information in 
exhibits 1 and 2 must be consid- 
ered in relation to one another, 
with the understanding that only 
quantity, not quality of care, is 
involved here. 

The ratio of nursing personnel 
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to the weekly average adjusted 
census is as follows: 


A—1.8 to 1 F—1.3 to 1 
B—1.5 to 1 G—1.3 to 1 
C—1.9 to 1 H—1.3 to 1 
D—1.7 to 1 I—1.3 to 1 
E—1.1 to 1 J—1.0 to 1 


The average of these ratios 
shows that 1.4 to 1 was, at the 
time of the study, the current 
ratio of nursing personnel to pa- 
tients in these ten hospitals. 

The ratio of professional to non- 
professional nursing personnel in 
the hospitals studied is as follows: 


A—1.5 to 1 F—3.2 to 1 
B—1.2 to 1 G—1.3 to 1 
C—0.3 to 1 H—1.0 to 1 
D—2.0 to 1 I—13.0 to 1 
E—1.5 to 1 J—1.0 to l 


In analyzing the nursing hours 
on the highest and lowest days of 
patient care, the ratio of profes- 
sionals to nonprofessionals when 
the highest amount of nursing care 
was rendered was found to be 1.3 
to 1 for the highest and 1.2 to 1 
for the lowest day. It is noteworthy 
that although the number of grad- 
uate nurses actually rendering care 
is generally more than the number 
of nonprofessionals, the current 
ratio is much nearer 1 to 1 than 
the recommended 2 to 1. It may be 
that when the administrative nurs- 
ing personnel are added, the ratio 
would be nearer 2 to 1. Seven of 
the hospitals reported their nurs- 
ing complement as inadequate, but 
all indicated the standard of nurs- 
ing care itself was adequate. 

It was found in analyzing the 
questionnaires that all of the hos- 
pitals utilized part-time graduates 
and all but two used part-time 
nonprofessional nursing personnel. 

Six of the hospitals reported the 
use of centralized sterile supply 
preparation. These six hospitals 
(see exhibit 1) show a full weekly 
average of 4.39 hours of care per 
patient as against 4.55 hours of 
care per patient for those hospitals 
using decentralized sterile supply 
methods. Although this is not a 
completely fair test, it does show 
that in current practice in the 
smaller hospitals, centralization or 
decentralization has little effect on 
the amount of nursing care ren- 
dered per patient. 

None of the hospitals reported 
the use of post-operative recovery 
rooms, so that factor has been 


eliminated for the purposes of this 
study. 

Five of the hospitals reported 
food service to the bedside by 
nursing personnel, four by dietary 
personnel and one reported the 
use of both. In the five hospitals 
where nurses carry meals to pa- 
tients, an average of 4.58 hours of 
care per patient was rendered; in 
the four using dietary personnel, 
an average of 4.44 hours per pa- 
tient was given; and in the combi- 
nation, 3.92 hours per patient were 
given. It is again felt that this 
factor alone has not shown a sig- 
nificant difference in the amount of 
nursing care per patient. It is also 
unfair to draw definite conclusions 
from such a limited number of 
hospitals studied. It is an assump- 
tion, however, that from the higher 
number of hours per patient given 
in those hospitals using nurses to 
serve the meals, such service has 
been included as nursing care to 
the patient, whereas the hospitals 
employing dietitians would not 
have included it as such. 

Contagion patients and children 
generally require more nursing 
time than medical and surgical 
patients and that is the reason for 
asking about the former and ex- 
cluding pediatric units from the 
study. There were no contagion 
patients reported, making allow- 
ances or adjustments in the hours 
of care unnecessary. It was de- 
cided that the inclusion of a few 
children in with the adults would 
not markedly affect the hours of 
nursing care rendered to the total 
adjusted census of each hospital's 
medical and surgical patients. 

This study has shown the cur- 
rent ratio of nursing personnel to 
patients on the full day of highest 
care to be 1.4 to 1. The current 
ratio of professional to nonprofes- 
sional nursing personnel was found 
to be 1.3 to 1 on the highest day of 
care. 

It must be realized that to take 
only seven days out of the year will 
not yield a true picture of the 
year-round nursing care of the 
medical and surgical units of these 
hospitals, but it does present cur- 
rent practice. Current practice does 
not necessarily mean desirable or 
acceptable practice, but the facts 
and statistics presented have been 
well worth considering. 8 


The legal and moral aspects 


of “unnecessary surgery’ 


CHARLES U. LETOURNEAU, M.D. 


66 NNECESSARY SURGERY” is an 

U ugly phrase. Its implications 
go well beyond its words and 
reach into the very roots of our 
social structure and fundamental 
philosophy. It is capable of many 
interpretations. When this term is 
used in conjunction with other 
dreadful phrases such as “ghost 
surgery” and “fee-splitting’” the 
picture conjured up by the average 
man in the street is frightful in- 
deed. It brings to mind a conspir- 
acy of medical and surgical fiends 
lurking in our hospitals, scalpels in 
hand, waiting to lure the unsus- 
pecting patient to the operating 
room and there to anesthetize him, 
cut him open and remove a per- 
fectly normal portion of his anat- 
omy for no other reason than to 
separate him from his money. 

There may be some such ghouls 
among the 200,000 doctors who 
practice medicine in the United 
States, but they must be very rare 
for few are ever brought to justice 
to pay for their crimes. 

For a crime it is—a felony—for 
a surgeon to represent fraudently 
to a patient that his physical con- 
dition requires a surgical opera- 
tion, and then to operate on him 
after obtaining his consent. In the 
first place the surgeon is guilty of 
a criminal assault on the patient, 
for consent obtained by fraud is 
no consent at all, and, if his sole 
intention in performing the opera- 
tion is to obtain money from the 
patient, the crime then resembles 
theft with violence, known tech- 
nically as robbery. 

If the above picture is the proper 


Dr. Letourneau is secretary of the Coun. 
cil on Professional Practice, American 
Hospital Association. 
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interpretation of “unnecessary sur- 
gery,” then the people of this 
country should rise in their wrath 
and stamp out this evil practice 
and all those who are guilty of it. 
Every citizen, be he a surgeon, 
anesthetist, resident, intern, nurse, 
orderly, hospital administrator, or 
plain John Doe, who discovers 
that such a crime has been per- 
petrated, has a responsible duty as 
a citizen to report it to the proper 
legal authorities so that proceed- 
ings can be taken to bring the mis- 
creant to justice. 


PROTECTION OF THE PUBLIC 


Nor should a mistaken adher- 
ence to a code of ethics hold back 
the citizen who has knowledge of 
a crime, for the duty to uphold the 
law transcends any question of 
ethics. The public must be pro- 
tected from doctors who abuse 
their license to practice medicine 
among the people. 

Civic responsibility does not 
end merely with bringing the of- 
fending doctor to justice. It also 
involves bringing to justice all 
those who assisted him or made 
possible the perpetration of his 
crime since they also participate. 

The hospital which lends its fa- 
cilities for the crime, the operating 
room nurses who assist in the 
mayhem, the orderlies and all 
others who knowingly aid or abet 
the felony are equally guilty, for 
the law also imposes on every 
citizen a duty to prevent crime. 

Many of these others are un- 
witting participants and could 
probably establish their innocence, 
albeit not without some difficulty. 
Nevertheless, some criminal re- 
sponsibility attaches to all of them, 
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for even if they do not know for 
certain what is going on they have 
a duty to find out what part they 
are playing in this macabre drama 
and to refrain from participating 
if they suspect the truth about the 
procedure. 

Now if this sort of thing is as 
prevalent as some would have us 
believe, a lot of people should be 
in jail or should at least have been 
charged with their offenses. Either 
that or there is such a serious de- 
terioration in the moral standards 
of the people of the United States 
that they close their eyes and ears 
to the butchery of their fellow 
citizens by unscrupulous surgeons 
who are intent only upon filling 
their own coffers. 

There is certainly no evidence 
of the latter and thus far no citi- 
zens have come up with any facts 
to support the former. Lacking 
facts, we must conclude that a 
criminal intention on the part of 
the medical profession remains to 
be proved. Meanwhile, irreparable 
damage has been done to the pub- 
lic confidence in the medical and 
associated professions who are de- 
dicated to the care of the sick by 
those who have used the unpleas- 
ant words carelessly. 

Nonetheless, the problem of 
“unnecessary surgery’) cannot be 
dismissed because of failure to 
demonstrate criminal intent on the 
part of some surgeons. The defini- 
tion “unnecessary surgery” leaves 
much to be desired, but there is 
no doubt that normal tissues are 
removed from the human body in 
a substantial proportion of the 
surgical operations that have been 
studied. Such facts as are avail- 
able, however, do not justify the 
conclusion that there is a “racket”’ 
in our midst or that surgeons are 
removing normal tissues for the 
sole purpose of collecting a fee. 

A study conducted by Miller’ 
based on 246 hysterectomies (sur- 
gical removal of the womb) in 10 
different hospitals was published 
in 1946 under the intriguing title 
of “Hysterectomy—Necessity or 
Racket?” In 76 cases (30.8 per 
cent) the report of the pathologist 
showed that normal organs were 
removed. Of this number, 41 pa- 
tients were operated upon for no 
therapeutic reason whatsoever. 

In a more extensive study 
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(1953) entitled, “Unnecessary 
Hysterectomies,”’ based on 6,248 
operations in 35 California hospi- 
tals, Doyle* states that “in a few 
respects the present study indi- 
cates some improvement over the 
situation reported by Miller... 
the number of cases recording ‘no 
pathological condition’ dropped 
from 3.8 to 12.5 per cent, ‘no 
complaints’ from 17.4 to 5.4 per 
cent, and ‘no preoperative diag- 
nosis’ from 18.6 to 2.6 per cent. The 
mortality in Miller’s series was 1.6 
per cent; that recorded in the Cali- 
fornia hospitals reaches a new low 
—0.04 per cent.” 

In another study entitled “Un- 
necessary Ovariectomies,”’ also 
made by Doyle*, 704 normal ova- 
ries removed from 546 patients 
were considered. In the opinion of 
the author the ovaries reported in 
this series should not have been 
removed at all. Many were re- 
moved on account of diagnostic er- 
rors and mistakes in judgment, 
through lack of thoroughness in 
primary investigation, through ig- 
norance of normal ovarian physi- 
ology or through faulty adherence 
to outmoded theories. 

Dr. Doyle is a well qualified 
gynecologist whose opinion is en- 
titled to respect, but some of the 
cases reported in his series as un- 
necessary ovariectomies might 
evoke stiff arguments from other 
equally qualified gynecologists. 
For example, rightly or wrongly, 
some gynecological surgeons be- 
lieve that the ovaries should al- 
ways be removed after an ectopic 
pregnancy, on the assumption that 
otherwise the patient probably will 
have another. They argue that the 
surgical removal of, the organs of 
reproduction is a autionary 
measure designed to prevent what 
might become a fatal accident in 
the future. 


INTENTION IS IMPORTANT 


The inference is clear from all 
of these three studies that surgery 
is not entirely blameless in the re- 
moval of normal tissues. Un- 
doubtedly, some operations were 
performed wrongly because of in- 
sufficient examination, careless 
history-taking, errors in diagnosis 
and bad surgical judgment; but 
apart from their unfortunate titles, 
it is nowhere implied that un- 
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edited by Charles U. Letourneau, 
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necessary surgery was carried out 
in bad faith. It is one thing to op- 
erate unnecessarily without reason, 
but it is something entirely dif- 
ferent to discover afterward that 
the operation was unnecessary. 
The one implies an intent to re- 
move normal tissue, the other 
that a mistake has been made. 
In the matter of caesarian sec- 
tions, too, there are marked dif- 
ferences of opinion. The popularity 
of this operation varies geograph- 
ically. A figure about 5 per cent 
is considered to be excessive by 
some authorities, yet a review of 
caesarian sections in the Missis- 
sippi Baptist Hospital reported by 
Wiener‘ shows a consistent 9.3 per 
cent of all deliveries in the five- 
year period and gives reasons why 
they were performed. Indications 
for this operation must rest largely 
with the patient’s obstetrician. 


PREVENTIVE SURGERY 


There are some who hold that 
operations should be undertaken 
only when there are therapeutic 
indications. This view is far from 
universal. There is a substantial 
proportion of the medical profes- 
sion and indeed of the lay public 
who believe firmly in preventive 
surgery. The simple circumcision is 
an example of this school of 
thought. The operations that are 
most frequently called into ques- 
tion as “unnecessary” are the ton- 
sillectomy (surgical removal of the 
tonsils), appendectomy (surgical 
removal of the appendix), and the 
hysterectomy (surgical removal of 
the womb). 

Until recently, competent med- 
ical opinion considered it routine 
procedure to perform a tonsillec- 
tomy on every child as soon as 
possible in order to prevent future 
infections of the throat. The rar- 
ity of quinsy (abscess of the ton- 
sil) in this generation may be at- 
tributable to the removal of the 
tonsils in childhood. Many sur- 
geons still adhere to the routine 
tonsillectomy for everybody. 

Nor can it be denied that some 


persons of great repute, both lay 
and medical, have undergone a 
preventive appendectomy. During 
World War II, several high-rank- 
ing officers of the Army and Navy 
had their appendixes cut out to 
prevent a possible appendicitis oc- 
curing when their services were 
needed to fight the war. Members 
of exploring expeditions also have 
submitted to surgery of the ap- 
pendix before setting out. 

Some physicians have had their 
entire families operated upon as 
a precaution against the occurrence 
of a later disease in the appendix. 
Many gynecologists and abdominal 
surgeons routinely remove the ap- 
pendix incidentally to another op- 
eration. Moreover, Robins® rep- 
resents the opinion of many doctors 
when he says, “It would still be 
better to take out 12 normal ap- 
pendixes than to let one go that 
was really bad.’ Some surgeons 
believe that the mere presence of 
this organ is sufficient indication 
for its removal. 

The operation that evokes the 
loudest outcry, however, is the 
“unnecessary hysterectomy.’ Some 
normal wombs are removed as a 
preventive measure because the 
surgeon is “cancer conscious.” 
Sometimes, operation reveals that 
a future pregnancy would prob- 
ably result in a potentially fatal 
ectopic gestation (pregnancy out- 
side the uterus). Normal uteri 
have been removed because of the 
fear that pregnancy might compli- 
cate fatally a severe heart disease 
or advanced tuberculosis. These 
“therapeutic” indications are not 
always recorded by the surgeon 
but do influence his judgment. 

In some instances, the excision 
of the normal womb is performed 
at the request of the patient her- 
self, usually with the support of 
her husband. After a woman has 
borne one or two children, she 
may wish to be relieved of the 
worry of any further pregnancy. 

In some of the wealthier com- 
munities of the United States it 
is fashionable to have a hysterec- 
tomy after the second child. In 
these cases, there are no therapeu- 
tic indications and the operation 
is performed simply to accommo- 
date the patient. In some hos- 
pitals, this type of operation is 
permitted; in others, it is contrary 
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to the basic philosopHy of the hos- 
pital and is forbidden. In the latter 
hospitals, the surgeon may find 
some therapettic pretext to per- 
form the operation, and this may 
show up in the final analysis as 
a mistaken diagnosis and thus, an 
“unnecessary operation.” 

These practices are selected at 
random. They vary in their prev- 
alence throughout the country 
but they do exist and are well 
known in some communities. They 
are offered for consideration only 
to show that the presence of a 
number of normal tissues in a 
statistical analysis does not neces- 
sarily imply that the operations 
to remove them were unnecessary 
or unwarranted. It merely shows 
that there were no therapeutic in- 
dications. They may have been 
preventive. The presence of nor- 
mal tissues in a statistical study 
certainly does not warrant the 
inference of criminal intention 
by the surgeon. 

In the judgment of a substan- 
tial proportion of the medical and 
lay public, the so-called “preven- 
tive’ surgery is unjustifiable and 
is immoral. Others take the op- 
posite point of view. The question 
is fundamental: Does a human 
being have the right to decide what 
shall be done to his own body? Is 
a surgeon who accedes to the 
wishes of the patient, even though 
there are no therapeutic indica- 
tions, unethical or immoral? 

It has already been established 
in many court decisions that a 
human being does have the right 
to decide what shall not be done 
to his body, with the possible ex- 
ception of the attempted suicide. 
Before blaming surgeons for un- 
necessary operations, these are 
questions that must be resolved. 

Clearly, the individual patient 
must take some responsibility for 
the quality of medical and surgical 
work that he selects. The right to 
choose between this or that prac- 
titioner of the healing arts is one 
that has been long recognized. 


Shall the individual then be de- 
nied the right to undergo an “un- 
necessary” operation or is this a 
judgment reserved only to the 
medical profession? 

In some segments of our. so- 
ciety, the question has beeri set- 
tled. In the armed forces, for ex- 
ample, a surgeon who operated on 
an individual so as to render him 
unfit for military service would be 
liable for court martial if there 
were no therapeutic indications. 

The sterilization statutes of some 
states imply that it would be il- 
legal to perform a sterilizing op- 
eration under any other circum- 
stances than those provided for 
by the law. With these exceptions 
the law and the ethics are obscure 
on the question of surgery for the 
convenience of the patient. 

If it is unlawful for a citizen to 
conspire with a surgeon to have 
himself rendered unfit for mili- 
tary service is it equally unlawful 
for a woman to conspire to have 
herself rendered unfit to perform 
a natural function for society? 
Some churches have condemned 
this practice, and in Catholic hos- 
pitals it is forbidden to perform a 
sterilizing operation for the con- 
venience of the patient. 

The question then lies before 
us: Who shall sit in judgment upon 
what constitutes unnecessary sur- 
gery? There are variations in 
opinion on fundamental questions 
throughout the United States, and 
the standards of moral conduct in 
some communities are different 
from those in others. Hospitals re- 
flect the philosophy of the com- 
munities they serve. Surgeons who 
work in them reflect the spirit of 
the communities. The best hospi- 
tals now provide for a tissue com- 
mittee® composed of a pathologist 
and members of the medical staff. 
Their duty is to scrutinize all tis- 
sues that are removed at operation 
in the hospital. If tissues are nor- 
mal, they have a duty to inquire 
into the reason for their presence 
among the pathologic specimens. 


If the reasons given are con- 
sistent with the local philosophy 
of the medical profession, the hos- 
pital and the community that it 
serves, the judgment on the merits 
of the case rests with them. If the 
inquiry reveals carelessness in ex- 
amination, poor clinical judgment 
or faulty surgical skill, the remedy 
is to recommend curtailment of 
surgical privileges. If the inquiry 
reveals a reason inconsistent with 
the basic philosophy of the hos- 
pital, the remedy is cancellation of 
appointment. But if investigation 
shows that the surgeon has con- 
spired to remove normal tissue 
from a patient for the sole pur- 
pose of obtaining his money, the 
remedy is a complaint to the prop- 
er legal authorities and a prose- 
cution of that complaint to the 
fullest extent of the law. 

Hospitals do have a responsibility 
in helping to raise the standards 
of surgery in their communities. 
Much progress has been made in 
improving the quality of surgery 
through the efforts of Dr. Malcolm 
T. MacEachern and the standard- 
ization program of the American 
College of Surgeons. The program 
has been carried on by the Joint 
Commission on Accreditation of 
Hospitals. 

Many hospitals still fail to meet 
the minimum standards of ac- 
creditation and these are encour- 
aged to improve. The patient in an 
accredited hospital can rest as- 
sured that all the surgical prac- 
tices in that hospital have been 
scrutinized and that “unnecessary” 
operations either do not exist or are 
at the excusable minimum. 


REFERENCES 
1. American Journal of Obstetrics and 
Gynecology, June 1946, Vol. 51, No. 6, 
Page 804. 
2. Journal of the American Medical As- 
sociation, Jan. 31, 1953, Vol. 151, No. 5, 


age 360. 
3. Journal of the American Medical As- 
sociation, March 29, 1952, Vol. 148, No. 13, 


Page 1105. 
4. Wiener, W. B. “Review of Caesarian 
Sections: 1947-1951, Mississippi Baptist 


Hospital, Jackson, Miss." The Mississippi 
Doctor Jan. 1953, Vol. 30, No. 8, Page 255. 
5. U. S. News and World Report, April 
3, 1953, Page 46. 
6. Gonzalez, Jose. ‘Medical Staff Or- 
ganization Vital to Accreditation.’ Hosp1- 
TALS, April 1953, Page 104. 


T 1S a good plan to have an annual get-together in the 
form of a dinner for members of the governing board 
of the hospital, medical staff, and administrative officials. 
At this dinner, there should be an inspirational speaker, 


preferably a physician who would attract the members 


of the medical staff speaking on a current topic of in- 
terest. Fellowship of this nature at a joint dinner is al- 
ways valuable in promoting good relations between the 
three major groups. 


—Malcolm T. MacEachern, M.D. 
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The activities of the head nurse 


— guide to a systematic study 


hem GUIDE is a step-by-step di- 
rective of the methods to be 
followed in making a systematic, 
analytical study of the activities 
of the head nurse. The suggested 
procedure was first used during 
the pilot study of head nurse ac- 
tivities made at the Massachusetts 
General Hospital, October 1950 
(see HospITALs for July 1952, p. 
71-73). 

Following this study a series of 
conferences were held throughout 
the country; 150 nurses from 40 
different states studied the tech- 
nique involved in implementing 
this type of study and have since 
used this guide in executing their 
own study. Following this trial 
use to establish its validity, the 
publication has been prepared for 
distribution for use in general 
hospitals. 

The method of procedure as rec- 
ommended by the guide requires 
observation by trained observers 
of the head nurse and her assistant 
for two or more full days, record- 
ing the time, area of activity and 
level of skill required for each task 
performed. 

The guide points out the neces- 
sity in the initial planning stage 
of including all those actively tak- 
ing part in the study. Explicit 
directions are given for the in- 
struction of the director of the 
program and the observers. Sam- 
ple sheets of the various forms 
used are illustrated. 

The crux of the entire project is 
the tabulation of the observers 


*The Head Nurse Looks at Her Job. 
Ruth Gillan, Helen Tibbitts and Dorothy 
Southerland. Federal Security 
Public Health Service, Washington, D. C. 
Publication number %27. 40 cents. 
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findings. The use of these findings 
must be determined in advance. A 
willingness to admit that undesir- 
able situations do exist and an 
intelligent approach in initiating 
corrective action by study of the 
data collected should be done by a 
study of all the implications for 
needed change and the necessity 
for proper timing of this change. 
The insistence of bringing all of 
those affected by the change into 
the planning of the methods to be 
followed can be a cooperative, 
challenging and productive experi- 
ence for all, resulting in better and 
more economical care for the 
patient. 

If this type of study is not indi- 
cated at this time, such a guide can 
be used very effectively as a study 
group project. A very interesting 
inservice program could be devel- 
oped from the study of this man- 
ual resulting in setting up quanti- 
tative standards within an individ- 
ual hospital for the activities of the 
head nurse.—MARIAN L. Fox, R.N. 


Hospital council 


THE DEVELOPMENT AND SERVICES OF 
THE HOSPITAL COUNCIL OF WESTERN 
PENNSYLVANIA, 1936-1952. 16 p. 


In this report of its major ac- 
tivities of 16 years, the Hospital 
Council of Western Pennsylvania 


inquiries about books reviewed in 
the L’terature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, |8 E. Division Street, Chi- 
cago !0. The department is edited by 
Mrs. Helen Pruitt Swift, librarian. 


attempts to show what it has done 
for member organizations and the 
community and what remains to 
be done. 

The founding and growth of 
the Blue Cross program is de- 
scribed and there are short reports 
on the council's activities in civil 
defense during wartime, its pro- 
grams for nurse education and re- 
cruitment and its public relations 
program for better understanding 
through information. 

An appeal is made for local gov- 
ernment aid to reimburse hospitals 
for their free services to the indi- 
gent sick because the present state 
aid is not adequate. The need for 
long-range planning of hospital 
facilities and services is also em- 
phasized. 


Nursery aides 


MANUAL FOR TRAINING NuRSERY AIDES 
TO WorK IN NURSERIES FoR NEw- 
BORN INFANTS. Chicago, Council on 
Community Nursing; Chicago 
Board of Health. 1952. 27 p. $1. 


The Chicago Council on Com- 
munity Nursing sent question- 
naires to 60 hospitals and nursing 
homes to determine the number 
and type of activities performed 
by auxiliary workers in newborn 
nurseries. As a result they have 
prepared this manual to be used 
by professional nurses in training 
nursery aides to do their work 
competently. 

The qualifications and training 
program presented here have been 
approved by the Chicago Board of 
Health and can be adapted to meet 
specific needs. The program is di- 
vided into three units: (1) Orien- 
tation, (2) care of the newborn 
infant, and (3) the formula room 
and bottle washing room. 

The appendix lists some perti- 
nent signs and symptoms to be 
watched for by the nursery aide 
and a glossary of terminology used 
in the newborn nursery, both of 
which will help the nursery aide 
to perform her tasks efficiently. 

The manual should be very 
helpful in training a staff which 
has had no formal preparation 
and must receive on-the-job in- 
struction in a limited tirne. 


Graduate nurse education 


REPORT OF WORK CONFERENCE ON 
GRADUATE NURSE EDUCATION. 
National League for Nursing, 


Division of Nurse Education. 
1952. 75 p. $1. 


This is a summary of the first 
work conference of educational in- 
stitutions offering programs for 
graduate nurses. The report is 
published in order to acquaint the 
public with the problems in nurse 
education. 

It is divided into three parts: 
(1) the background and origin of 
the conference; (2) a summary of 
the conference; and (3) methods 
and procedure of the conference 
and its participants. 

This report does not present any 
solutions. Its purpose is to induce 
further thinking and discussion of 
the problem which may eventu- 
ally lead to solutions and further 
action. 


Red Cross program 


HOSPITALS SERVED BY AMERICAN 
Rep Cross BLOOD PROGRAM. 
American National Red Cross. 
Washington, D. C. 1952. 151 p. 


This is a list of hospitals which 
received blood from regional cen- 
ters of the American Red Cross 
under the American Red Cross 
Blood Program, published because 
of a recurring demand for a list 
of this kind. 

Names and locations of 3,584 
hospitals recorded to the end of 
April 1952 are listed with their 
types and bed capacities whenever 
possible. The material is divided 
alphabetically by state and sub- 
divided by city or town. 

There are three tables in the ap- 
pendix, two of which show by 
state the number of cities, counties 
and hospitals by type which re- 
ceived blood from January 1948 to 
April 1952. The third shows by 
state the number of hospitals and 
pints of blood each received in 
1951. 

The information in this report 
is designed chiefly for reference 
purposes. 


Tennessee indigents 


INDIGENT HOSPITALIZATION IN TEN- 
NESSEE. Tennessee Study Com- 
mission on Indigent Hospitali- 
zation. 1952. 70 p. 


This is the report of the Study 
Commission on Indigent Hospitali- 
zation appointed by the governor 
of Tennessee and the general as- 
sembly to make a study of the 
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general hospitals in the state and 
the care of the indigent citizens in 
these hospitals. The study is con- 
fined to general hospitalization for 
the indigent for three reasons: (1) 
it interprets the House Joint Res- 
olution No. 6 to consider this 
problem; (2) care for indigent 
patients in mental and tuberculosis 
hospitals is being studied by other 
groups; (3) it is believed the so- 
lution will be better achieved if 
the problem is distinguished from 
other problems. 

In order to collect the necessary 
data, the commission sent ques- 
tionnaires to hospitals and city 
and county officials in the state. 
Examples of the questionnaires 
are added as appendices. From the 
data received, several tables were 
made listing the counties, their 
population, expenditures for indi- 
gent hospitalization and sources of 
funds. 

The study reveals that general 
hospitals absorb the cost of caring 
for indigent patients by high 
charges to paying patients and by 
operating at  ffinancial deficits, 
which are a threat to continued 
operation of the hospitals. 

The commission concludes that 
the community is responsible for 
provision of hospital care for the 
indigent and makes several rec- 
ommendations for local and state 
support. 


Federal Services 


SURVEY OF FEDERAL MEDICAL SERV- 
IcES. American Medical Associa- 
tion. Chicago, Ill. 1952. 98 p. 


A special Committee on Federal 
Medical Services was appointed by 
the American Medical Association 
board of trustees to study and re- 
port on three subjects: (1) medi- 
cal and hospitalization benefits for 
veterans with non-service con- 
nected disabilities; (2) medical 
and hospitalization benefits for 
dependents of service personnel; 
(3) transfer of seriously dis- 
abled service personnel from 
service hospitals to Veterans Ad- 
ministration installations. Various 
governmental agencies, veterans’ 
organizations, health and welfare 
associations and state medica! so- 
cieties were consulted and the re- 
sult is this report. 

The report is divided into four 
parts, three of which are on the 


three main subjects listed above 
and the fourth is a summary, con- 
clusion and list of recommenda- 
tions. There are several tables 
throughout the report containing 
statistical data on types of patients, 
eligibility status, kinds of disabili- 
ties, length of stay in hospitals and 
number of dependents. 

The appendix gives a resume of 
the research activities and a list 
of people and organizations to 
whom letters requesting informa- 
tion and suggestions were sent. 
There are additional statistical 
tables summarizing the data on 
Veterans Administration hospitals. 
The appendix also gives the ac- 
tions taken by the American Medi- 
cal Association house of delegates 
and board of trustees concerning 
the three maim problems and the 
resolutions adopted. 


Hospital history 


“GREAT ORMAND STREET,” 1852- 
1952. Thomas Twistington Hig- 
gins. London. Published for the 
Hospital for Sick Children. 1952. 


63 p. 

This is the historical account of 
the founding and growth of the 
Hospital for Sick Children in 
Great Ormand Street. The book is 
divided according to the stages in 
the growth of the hospital from 
Dr. Charles West’s vision of a hos- 
pital for sick children in 1849 to 
the modern hospital building of 
today. 

Throughout the book there are 
illustrations and photographs of 
the old and new buildings and the 
people who played an important 
part in the hospital’s develop- 
ment. 


Briefly noted 


A new addition to the collection 
of hospital formularies in the 
Library of the Association is one 
from the University of California 
Hospitals. It is pocket size, 318 
pages in length and provides help- 
ful information about the handling 
and use of drugs and diagnostic 
agents. Copies of this formulary 
and those from other hospitals may 
be borrowed from the Library, and 
in this instance a copy may be pur- 
chased from the University of 
California Press, Berkeley 4, Cali- 
fornia. The price is $3.75. 
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HIGHER tensile strength and greater 


ELONGATION withstand more 


sterilizations at LOWER costs 


Surgical Gloves 


flat-banded beadless wrists 
snap over sleeves and stay “% 


there—no annoying roll-down during 

surgery. ..no time-wasting adjustments at Specifications: 
critical moments. Sheer for extreme Average 5000 Ibs. tensile. 
fingertip sensitivity, tough enough to cut your 850% elongation. 

glove costs to a few cents per pair per use, — both in excess of 


their greater elasticity is less constricting Federal Specifications 22-G-421-A. 
No perceptible loss of tensile 


during long operations. Exclusive banding strongth in first ton sterilizetions. 
feature reduces tearing, adds to the extra long 
life of these top quality surgeons gloves, complete protection of both doctor 
makes your glove dollars go further. and patient. 

. . . Guoranteed against deterioration 
Multi-Size Markings in proper storage for at least 2 years. 


—no color code to memorize—speed up glove 
sorting, cut labor costs. Available exclusively on 
PIONEER surgical gloves at no extra charge. 
Write today for complete information. 


i 


Makers of Quality Surgical Gloves for More than 30 Years 
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From 1944 to 1951, 
inclusive, there was 
a *57.6% increase in 
the civilian per-capita 
consumption of turkey. 
Unofficial estimate of 
civilian turkey con- 
sumption for 1952 is 
approximately 6 
pounds per capita or 


827 "over 1944 


*Seurce: Commodity P 
Compiled from E dete. 


Such 
Popularity 


must be 
deserved! 
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trend 


An 82 per cent gain in the civilian per capita consumption of turkey since 
1944 — that’s a record which only turkey can claim! In the iacteniontl teedion 
field, it is believed the gain has been even greater. 


Here are some of the reasons for such deserved popularity: 


1. Turkeys are better today than ever before — more edible meat per pound; 
more sliceable, tender meat for profitable plate or sandwich servings; better use 
of other parts for “made” dishes. 

New ways of cooking turkey to reduce “shrink” and cut stove space and 
cooking time, and a greater variety of attractive profit-making turkey recipes 
(see coupon). 

3. Improved production methods have increased annual crop and reduced 
prices to an economy level. 

4. Nationwide “Eat More Turkey” advertising helps keep your patrons sold 
on turkey as a year-around meat. 


WRITE US for free sales aids and how-to-do-it booklets. 


NATIONAL TURKEY FEDERATION 
MOUNT MORRIS, ILLINOIS 


NATIONAL TURKEY FEDERATION 
Mount Morris, Illinois 


Please send me FREE the following: i 

[] Booklet 101 Turkey Recipes” [] Booklet “A Dish o Day” 4 
(] Sample Turkey Menu Clip-Ons [] Sample “Roast Turkey” Banner i 
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New Trends a Challenge to Dietary Management 


Focusing the dietitian's attention on her management responsibilities as reflected in the 
professional dietary care of the patient was the aim of the American Hospital Association's 
Institute on Hospital Dietary Administration recently held in Chicago. Emphasis, throughout 
the program, was placed upon those principles of management which will help the dietitian 


in planning, organizing and directing the activities of her department. 


To give the dietitian an overview of the growth and complexity of the hospitol, Joseph 
Norby reviewed briefly the development of today's hospital and the need for coordination 
of all services to give total patient care. 

The dietitian with an understanding of the complexity of today's hospital was then in- 
formed by Beulah Hunzicker on how she must organize to meet 


Today’s Hospital 


JOSEPH G. NORBY 


I“ DISCUSSING the growth and de-. 


velopment of today’s hospital, 
Mr. Norby referred to the following 
statements of the Magnuson com- 
mittee: “The hospital less than a 
century ago was usually an insti- 
tution which received a patient 
only when he was too sick to re- 
main on his feet or in his home. 
Modern medical care has changed 
this dramatically, so that today a 
good hospital is a health center 
which places increasing stress on 
preventive and restorative services 
which keep the patient out of bed. 
An essential factor in this quality 
of hospital is the adequacy of diag- 
nostic facilities and the presence 
of properly trained people in all 
fields of preventive care. 

“The personal skills of the 
health worker acquired through 
education and experience are still 
the pivotal factors in the promotion 
of health and the prevention of 
disease. There is no substitute for 
the skilled physician and the 
trained and resourceful worker. 
Good health service is never me- 
chanical; it stems from the edu- 
cated mind, the warm heart and 
the practical hand of those who 
deliver it.” 

It is into this health picture that 
we are moving. The dilietitian’s 
place on the medical team has 
finally been recognized. She is no 
longer expected to undertake the 


Mr. Norby is the executive secretary of 
the United = Fund of Milwaukee 
County, Inc., Milwaukee, Wis., and a past 
= of the American Hospital Asso- 

ation. 
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challenge before her. 


The Dietitian’s Challenge 


BEULAH HUNZICKER 


N THE OPERATION of her depart- 

ment the dietitian through or- 
ganization can meet with the prob- 
lems which face her today. How- 
ever, before she copes with these 
problems, she must have an under- 
standing of her role, her essential 


details of cooking, serving, or even 
the purchasing. She is a profes- 
sional person who is capable of 
working under the direction of and 
in harmony with the physician, 
applying her skill and knowledge 
to the diagnosis presented and thus 
aids the physician in the treatment 
of disease. 

In this expanded and elaborated 


picture of the health services, 


which the American people de- 
mand, there is no single individual 
or unit which can alone satisfy the 
demand and provide the services 
required. The team has emerged 
and in this team the dietitian is an 
important member and her respon- 
sibilities are commensurate. 

Hospital service as we know it 
today is a great expansion of the 
service applied to the wayfarer by 
the Good Samaritan, but it still 
has the same basic purpose. Mod- 
ern science has added much equip- 
ment, but fundamentally it is 
people applying knowledge ac- 
quired through education, and 
skill acquired through experience, 
and consecration to human service, 
that now as always is being applied 
to improving the health of the 
American people. 


functions, and her administrative 
responsibilities in the hospital. 

The role of the dietitian in the 
hospital is four-fold: 

1. The first and most obvious 
role is the direction of food service 
to both patients and personnel. To 
the patient the food service is an 
important part of his hospital ex- 
perience. Hospital functions may 
so crowd the dietitian’s attention 
that it is easy for her not to give 
the proper portion of her time to 
patient care. 

2. A second role of the dietitian 
is her part in the medical care of 
the patient. The development of 
this area of her responsibility is 
essential for total patient care. 

3. Teaching is the third role of 
the dietitian, for she becomes the 
nutrition leader in her organiza- 
tion. 

4. Last, but not least, each die- 
titian has a responsibility to the 
community in which her institution 
is located. The patients she works 
with come from the community 
and return to it. She also is a part 
of this community. The hospital 
is not a world in itself, and those 
who work in it are a part of the 
everyday world. 


DEPARTMENT ACTIVITIES 


In order that the dietitian may 
fulfill her primary role of admin- 
istering good food service, the fol- 


cs a resbyterian ital, 
and the of the 
Association. 
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lowing activities must be carried 
on by her department: 

1. The development of a phys- 
ical plant with the greatest pos- 
sible degree of efficiency. 

2. Staffing the department and 
the setting up of personnel policies. 

3. The purchase and/or the pro- 
curement of food and the accom- 
panying cost accounting. 

4. The preparation of food using 
the standardized recipe as the basis 
for quantity and quality control. 

5. The service of food to both 
patients and personnel. | 

The above essential service 
functions of the dietary depart- 
ment have not changed materially 
since the dietitian became well- 
established in the hospital. But the 
challenges to the operation of the 
department have increased many 
times since that day. The operation 
of the dietary department today 
requires a complex structure of 
organization hardly dreamed of a 
decade ago. 


ADMINISTRATIVE SKILLS 


The direction of the dietary de- 
partment today calls for skillful 
administration. The dietitian must 
have a knowledge of good admin- 
istrative methods and must also 
have an appreciation of the eco- 
nomic implications of her position. 
Above all, she herself must be a 
good administrator, cognizant of 
her following administrative re- 
sponsibilities: 

1. The food dollar. The dietitian 
must get the most from her food 
dollar through controlling the food 
from the time the food specifica- 
tions are established until it is 
consumed. 

2. The labor dollar. She must 
get the most from her labor dollar 
through careful selection and 
training of employees, analysis of 
the work to be done, and the de- 
velopment of employee work 
schedules. 

3. Supervision. Working with 
people is much more difficult than 
working with machines. The dieti- 
tian must develop and maintain a 
structure of supervision, if her 
food standards are to be high. 
When food standards slip, it is usu- 
ally the result of a lack of super- 
vision or the results of poor super- 
vision rather than the purchase of 
inferior quality food. The author 
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ventures to say that hospital food 
over the country has improved, 
and most of the poor food that 
is served in hospitals is the result 
of a breakdown in supervision. 

The essence of the development 
of supervision is the planning and 
the delegation of responsibility and 
authority for the direction of work 
to be done. The supervision of the 
dietary department is like a pyra- 
mid. Beginning at the bottom the 
pyramid or supervision rests on the 
shoulders of lead workers in the 
units, or a division of a unit. The 
supervisors may be the head vege- 
table lady, the head salad lady, or 
the head dishwasher for the unit. 
At the top of the pyramid is the 
director of the department and her 
planning group. Lines of authority 
connect the two positions through 
several levels in supervision. 

In small organizations the lead 
workers may receive their instruc- 
tions and counseling directly from 
the dietitian in charge of the de- 
partment. In a larger organization 
the workers may receive these in- 
structions from a trained food 
service supervisor, who may in 
turn receive her instructions from 
the dietitian. 

It is essential that the lines of 
authority be clearly defined. The 
promotion of the good and faithful 
worker to a position of responsi- 
bility has a stabilizing effect on the 
department. This person will in all 
probability need additional train- 
ing in methods of supervision upon 
promotion. 


DELEGATING SUPERVISION 


The reader might ask what part 
of the dietary supervision does a 
dietitian need to do and what 
part may the dietitian assign to 
a food service supervisor or a 
worker auxiliary to the dietitian. 
The concept of the duties of the 
dietitian has changed during the 
last decade. Now it is felt that if 
supervision can be maintained it 
is more important for the dietitian 
to visit the patient at meal time 
than to check the trays. It is agreed 
that dietitians make their best con- 


The Dietetics Administration de- 
partment is edited by Mrs. Isola Den- 
man Robinson, dietetics specialist. 


tacts with the patient during the 
time he has his tray. 

The part of the supervision that 
the dietitian needs to do is that 
part which requires judgment in 
planning. Food service supervisors 
can be taught to exercise a certain 
amount of judgment, but the lack 
of background limits them. 

In planning this structure of su- 
pervision there are certain quali- 
ties which every good supervisor 
should possess. They are: High in- 
tegrity, good morale, the ability to 
deal with workers fairly, interest 
in producing and serving good 
food, and technical competence. 

Those at the top level of super- 
vision, by their own enthusiasm, 
develop in their supervisors an 
appreciation for high food stand- 
ards. Foods service supervisors 


‘must be stimulated to develop new 


methods, new procedures and im- 
provement in skills. 

Thus there is developed a strong 
leadership group which should en- 
joy the authority commensurate 
with the responsibility they carry. 
Good supervisors pay high divi- 
dends. Your staff of supervisors 
should be the best obtainable. 


GOOD RELATIONSHIPS 


One of the dietitian’s greatest 
responsibilities lies in establishing 
good relationships with the admin- 
istrator and the medical staff. 

The relationship between the 
administrator and _ dietitian is 
based on mutual respect and un- 
derstanding and is represented by 
the give and take of cooperation. 
The satisfaction the director of the 
dietary department derives from 
her work is in part dependent upon 
this working relationship. 

Generally speaking, the admin- 
istrator employs his department 
heads as specialists. He expects 
them to operate their department 
coming to him for counseling as 
needed. An administrator likes a 
department head to know what she 
wants and how she can get it. He 
expects department heads to be 
aggressive for their own depart- 
ments and to plan for the future 
development of their departments. 

In dealing with your adminis- 
trator, he expects you to take the 
full weight of the responsibility 
for the management of your de- 
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A 4-oz. glass of orange or grapefruit juice 
half an hour before lunch and dinner can 
materially reduce the demand for high-caloric 
foods, and enable the obese to adhere to their 
dietary regimens more satisfactorily. Citrus is 
particularly appealing because it is a “natural”, 
non-medicinal, appetite-appeaser. 
Other advantages of citrus, as an anoretic 
agent, are its readily utilizable carbohydrates 
(approximately 10-15 gm. per glass) which combat 
hypoglycemia—its almost universal availability — 
its popular flavor—and its economy. 


will be grateful for CIT RUS this year... 


FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 


26 MILLION OVERWEIGHT AMERICANS 


FLORIDA ius 
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Alvarado Hospital 
Anaheim Hospital 
Angelus Hospital 
Barlow Sanitarium 
Behrens Memorial Hospital 
Belvedere Hospital 
Brothers of St. John Hospital 
Burbank Hospital 
Calexico Hospital 
Camarillo State Hospital 
Centinela Hospital 
Children’s Hospital 
Coleman-Smith Hospital 
Community Hospital 
Cottage Hospital 

Covina Hospital 
Culver City Hospital 
Doctor’s Hospital 
E] Encanto Sanitarium 
=, Fort MacArthur Station Hospital 
,. Foster Memorial Hospital 
‘WA French Hospital, Los Angeles 


9% 


French Hospital, San Luis Obispo 
Fullerton Hospital 

Garden Grove Sanitarium 
General Hospital, Los Angeles 
General Hospital,’San Luis Obispo 
General Hospital, Santa Maria 
Glendale Community Hospital 
Golden State Hospital 

Good Samaritan Hospital 
Harbor General Hospital 
Hollywood Hospital 
Huntington Memorial Hospital 
Imperial Valley Hospital 
Kabit-Kaiser Institute 

Las Campanos Hospital 
Lincoln Hospital 

Lompoc Community Hospital 
Long Beach Naval Hospital 
Los Alamitos Sanitarium 

Los Angeles Sanitarium 
Maywood Hospital 

Methodist Hospital 


> 


Mission Hospital 

Monrovia Hospital 

Norwalk State Hospital 

Ontario Memorial Hospital 

Orange County Hospital 

Our Lady of Perpetual Help 

Park View Hospital 

Paso Robles War Memorial Hospital 
Physicians and Surgeons Hospital 
Pomona Valley Community Hospital 
Porterville State Hospital 
Pottengers Sanitarium 

Queen of Angels Hospital 

St. Francis Hospital, Lynwood 

St. Francis Hospital, Santa Barbara 
St. John’s Hospital, Oxnard 

St. John’s Hospital, Santa Monica 
St. Joseph’s Hospital, Burbank 

St. Joseph’s Hospital, Orange 

St. Luke’s Hospital 

St. Vincent’s Hospital 

San Antonio Hospital 


HOSPITALS 


the Hospitals of Southern California 
Cook With GAS... 
the Dependable, Modern Way of 
AA 
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Cooking 


San Gabriel Valley Hospital 

San Pedro Community Hospital 
Santa Ana Community Hospital 
Santa Barbara County General Hospital 
Santa Clara Valley Hospital 

Sawtelle Hospital 

Scott’s Fair Oaks Convalescent Home 
South Hoover Hospital 

State Department of Correction Hospital 
Shrine Hospital for Crippled Children 
Temple Hospital 

Terminal Island Navy Hospital 
Torrance Hospital 

Trinity Hospital 

U.S. Naval Hospital 

Ventura County Hospital 

Wadsworth General Hospital 
Washington Hospital 

White Memorial Hospital 

Whittier Memorial Hospital 
Women’s Hospital 
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OBTAIN THESE IMPORTANT BENEFITS 


FROM THE USE OF GAS 


@ Savings in operation 

@ Savings in maintenance 

®@ Savings in equipment investment 

Cleanliness with minimum effort 

®@ Automatic Operation for cooking perfection 


© Satety-Approved by National Board of 
Fire Underwriters 


These and other advantages of GAS and Gas Cooking Equipment 


have been cited time-after-time by experienced 
hospital management executives. 


The case for GAS is well-known to dieticians, food service 
directors, and hospital purchasing authorities in Southern 
California as is evident in the use of GAS for cooking in 95% 
of the hospitals in Los Angeles and Southern California. 

For new installations as well as for modernizing, these 
institutions depend on modern Gas Cooking Appliances which 
incorporate such features as:— 


@ stainless steel exteriors 
@ automatic burner lighting 
@ fat-saving fryers with instant heat response 


@ individual thermostatic control of baking 
and roasting ovens 


®@ range-ltop temperatures up to 1100° F. 


@ ceramic flame-broilers which produce 
golden brown or char finish 


GAS and Modern Gas Equipment make volume food preparation 
and service so easy and economical that everyone responsible for 
managing and operating a hospital or other institution will find it 
worthwhile to make an up-to-date study of kitchen equipment 
economics. The Gas Company Representative and your Food 
Service Equipment Dealer will help with analyses and estimates. 


AMERICAN GAS ASSOCIATION 


420 LEXINGTON AVENUE © NEW YORK 17, NEW YORK 
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partment.:He has neither the time 
nor the talent to make the deci- 
sions which are yours to make. 
He has the right to expect the 
dietitian to make the best of the 
situation as she finds it and thus 
turn out the best job possible 
under the present situation. 


ESTABLISHING STANDARDS 


The scientific management of 
the dietary department begins 
when the administrator and the 
dietitian establish the standards of 
operation for the department. 
These standards are depen- 
dent upon the following factors: 
Budget, the physical plant, and 
personnel policies. 

|. The budget. It determines how 
much can be spent for food, labor, 
and improvements in the physical 
plant. It is important that the die- 
titian understand the provisions of 
her budget and that the adminis- 
trator know what services the 
budget will buy. 

2. The physical plant. The admin- 
istrator must understand the influ- 
ence the physical plant has on food 
standards, labor costs and equip- 
ment cost. This is not to say that 
a perfect physical plant will insure 
the service of perfect food. But it 
is important to analyze the possi- 
bilities and limitations of the phys- 
ical plant of your department and 
to be alert to improvements, which 
will make possible a better job. 

3. The personnel policies. The pol- 
icies established by the adminis- 
trator and the dietitian for the de- 
partment will have a marked ef- 
fect on the operation of the de- 
partment and the final results ac- 
complished by it. 

Other policies the administrator 
and the dietitian might consider 
are: Who shall purchase the food, 
who shall store the food, where 
will the cost accounting be done, 
and how will employee meals be 
handled. 

The establishment of these 
standards and policies of operation 
are essential to an understanding 
hetween the administrator and the 
head of the dietary department 
and the smooth and efficient oper- 
ation of the départment. 

The administrator not only as- 
sists in the _ establishment of 
standards and policies for indi- 
vidual departments, but he is also 


the moderator or leader in the es- 
tablishment of operating policies 
developed between departments. 
These operating policies thought 
out with care and fairness to both 
departments involved establish re- 
sponsibility. Who will deliver the 
trays to the patients, dietary or 
nursing department, is an example 
of such a question, and demon- 
strates the need for a carefully 
worked out policy. 


MEDICAL STAFF RELATIONS 


Besides establishing a good re- 
lationship with the administrator, 
the dietitian must also establish a 
working relationship with the 
medical staff. The dietitians must 
establish a professional status for 
themselves. They attain profes- 
sional status by assuming full re- 
sponsibility for their part in the 
medical care of the patient. They 
bring to the medical team a knowl- 
edge of food: its art, its prepara- 
tion, and its values, which the 
physician does not possess. 

Another way of attaining pro- 
fessional status is for the dietitian 
to be continually increasing her 
knowledge and improving her 
skills. She must offer the medical 


staff her complete cooperation. 
The more difficult the patient, the 
more the dietitian has to con- 
tribute to the medical care of that 
patient and his physician. Finally, 
the dietitian can and does attain 
professional status by the service 
of high quality food. 


DIET MANUAL 


A diet manual is essential in the 
development of a working rela- 
tionship between the medical staff 
and the dietary department. A 
method of giving and securing diet 
orders and some system set up for 
interchange of ideas must be 
worked out. 

A diet committee of the medical 
staff is a help to the dietitian in 
working out some of her problems. 
Newer developments in medical 
science and in nutrition make the 
dietitian’s work with the medical 
staff a very challenging part of her 
professional experience. 

The administration of the diet- 
ary department is a great chal- 
lenge and through a knowledge 
and skill in the administration of 
her department, the dietitian can 
keep apace with the trends of the 
times. 


Conference Method Applied 


RACTICALLY all matters con- 
the relationship be- 
tween the medical staff, the nurs- 
ing department, the dietary de- 
partment and the administration 
of the hospital can be worked out 
in conference. Problems that arise 
should be met head-on quickly to 
prevent their being annoying to 
anyone of the groups. Since people 
usually like to get along with one 
another, it is just a matter of set- 
ting up some mechanism whereby 
conferences techniques can be used 
to resolve problems. It is the re- 
sponsibility of the administrator 
to see that this technique is de- 
veloped. 

Recently one administrator, Dr. 
Karl S. Klicka, director of St. Bar- 
nabas Hospital, Minneapolis, re- 
ported that he successfully solved 
one of his problems by the confer- 
ence technique. A representative 
from the medical, nursing, dietary, 
and administrative staffs met to 


discuss a diet for meals served to 
patients admitted late in the day. 

The group decided upon a single 
diet for such patients and the fol- 
lowing menu was planned: Sliced 
chicken or poached egg on toast, 
fruit juice, canned fruit, and milk 
or tea. The menu would be served 
on the following occasions: 

1. The patient has been admitted 
without a diet order from the doc- 
tor, and it is too late to be served 
the regular diet. 

2. The patient is on a regular, 
light, or soft diet, but was admitted 
so late that all the prepared food 
had been served. 

3. The patient is on a bland, low 
salt, low fat, or low calorie diet 
and has been admitted too late to 
be served the menu for that meal. 

The low calorie diet would be 
modified to include a water packed 
fruit in place of the regular canned, 
and skim milk in place of whole 
milk. 
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...and Quaker Corn Meal 
Makes the Most Wonderful Muffins! 


‘With prices high and budgets low 

And patients hard to please — 

A dietitians life is not an easy one."' 
So Gilbert and Sullivan might have put it. But 
they didn’t know about Quaker Corn Muffins 
—those fluffy, golden nuggets of goodness that 
make even the simplest tray look like home, 
sweet home! 


And there’s a special reason why Quaker 


8 ounces of Quaker Enriched Corn 
Meal will provide 100% of the 
minimum daily requirements of 
thiamine, 30% of ribofiavin, 65 % 
of iron, and & milligrams of niacin, 

an important part of the deily need. 


THE QUAKER OATS 
COMPANY 


Chicago 54, Illinois 
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Cora Sticks: Bake in hot greased corn 


Corn Bread: Bake in two greased pans 16" 


GOLDEN CORN MUFFINS 


Corn Muffins perk up patients’ appetites. 
They’ve got a wonderful fragrant-fresh flavor 
that means Quaker has protected the purity 
and fresh goodness of Quaker Corn Meal every 
step of the way: 

We believe if you bake one batch of Quaker 
Corn Meal Muffins you'll see the difference. 
And so we have added the recipe below for 
your convenience. 


' t 20 minutes. 
stick pans 15 to 20 minutes. 
« 10” x 2°) to minutes. 


INSTITUTIONAL KITCHEN 


THE QUAKER OATS COMPANY 


¥ 
. 
| 
~ 
Taste 
Wonderful eee 
Quick Bread 
GOLDEN CORN MUFFINS 100 medium mu fins 
Portion: 2 muffins Total Weight of Batter: 8 Ib. 
INGREDIENTS AMOUNT wEICHT cost 
Quaker Enriched Yellow 
Powder * * * * * 14 eup 
“Directions 
1. Sift together dry ingredients into mixer bowl. Add eggs, milk and shortening 
2 Start mixer at low speed; increase to medium speed and beat until better is fairly smooth, 
about minute Do not overbeat 
3. Fill greased muffin pans % full 
a 4. Bake in a hot oven (4 F.) ab 


Dietetics 
Comment 


Portable coffee urn 


An all-in-one portable coffee 
urn (5D-1)* that boils its own 
water is now available in a five 
gallon model as well as the three 
gallon size. Weighing about 20 
pounds, the urn, which is designed 
for commercial and institutional 
use, boils water and brews coffee 
in a single unit. The retail price 
cf the five gallon size is $89.95. 

According to the manufacturer, 
this urn uses 20 per cent less coffee. 


The coffee is filtered three times 
to insure full flavor extraction. 

This urn requires no plumbing, 
gas or installation. It is available 
in both alternating and direct cur- 
rent models, and has simply to be 
plugged into any wall socket to 
be ready for use. Other features of 
the urn are a red light, which sig- 
nifies boiling water, and a white 
light, which signifies the coffee is 
at the proper drinking tempera- 
ture. 


Raisins: a good buy 


The 1952 raisin crop of 25,000 
tons is the largest since 1947 and 
a 12 per cent increase over last 


plentitude, the U. S. Department 
of Agriculture is encouraging per- 
sonnel in the baking industry and 
food service establishments to pre- 
pare and serve raisin products, 
especially during the raisin plenti- 
ful foods program, May 10-16. 

This will be an ideal time for 
institutions to feature raisin dishes 
for the patient, in the cafeteria, and 
in the snack-bar. Menu suggestions 
include ham with raisin sauce, 
raisin pie 4 la mode, and baked 
apples filled with raisins. 


*Readers desiring to know the names of 
the firms manufacturing or distributing 
the products described ould address in- 
quiries to HOSPITALS, Editorial Depart- 
ment, 18 E. Division Street, Chicago 10. 
For convenience, list the code numbers 
that follow the items about which infor- 


year’s crop. In view of their 


mation is requested. 


Master Menus for June 


HE JUNE MASTER MENU Service of the American 
Hospital Association includes a carefully planned 
menu for each day of the month for the general diet 
as well as complete menus for the seven most com- 
monly used modified hospital diets. These menus are 
planned to reduce to a minimum the number of spe- 
cial orders required, to simplify planning and prep- 
aration, to conserve time and to keep the cost under 
control. 
Modified diets in the menu plan are soft, full liquid, 
high protein, high calorie, low calorie, low fat and 
measured or weighed. All except the full liquid have 


THE MASTER MENU 


For further information on how to use the 
Master Menu, write the Ameriéan Hospital As- 
sociation. Master Menu kits containing the re- 
vised wall cards, sample transfer slips, directions 
for use, and the Master Menu Diet Manual can 
be obtained from the Association. The cost of 
the complete kit is $2, or single copies of the 
diet manual are $1.50. 


Summary of Dinner Meats 


Dinner Meats Detes on menu Total 
Beef June 1-4-8-13-17-21-23-25-30.. 
Pork... June 6-16-22- 

30 


been planned to include the four essentials required 
for nutritional adequacy. 

Consideration is given in planning to the variety 
of flavors, colors and textures. Good plain foods are 
selected to achieve general acceptance by the hos- 
pital patients. Standardized recipes have been sug- 
gested for each day’s menu. 


June 1 35. Pineapple juice 
. Orange juice 
3. Brown granular wheat June 2 
cereal or puffed rice 1. Blackberries 
4. Poached egg . Grapefruit juice 
5. Canadian bacon 3. Farina or bran flakes 
6. Bran muffins (*150) . Serambled exe 
. Crisp bacon 
7. Consomme . Toast 
8. Whole wheat wafers 
9. Chicken fried steak (*67) . Beef broth 
9. Broiled chopped steak . Melba toast 
1. Quartered potatoes in . Reast leg of veal—«piced 


cream sauce prunes on cress (*40-113) 


2 
3 
4 
5 
6 
7 
8 
4 
0 
Mashed tatoes 
4 
5 
6 
7 
9 
0 


1 
1 
12. Riced potatoes 10. Roast leg of veal 
13. Green 1 
14. Green bean 12. Whipped potatoes 
15. salnd 13. Green peas 

(*126) 14. Green peas 
16. Sweet cream dressing 15. Mixed green salad (*132) 
17. Raspberry shortcake Vill 
18. Bread pudding 16. French dressing (*137) 
19. Strawberry gelatin 17. Peppermint stick candy 
20. Unsweetened canned fruit tapioca (*212) 

cocktail 18. Peppermint stick candy 
21. Grapefruit juice tapioca 

19. Jellied apricot nectar 

22. Cream of chicken soup 20. Watermelon cubes 
23. Saltines 21. Lemonade 
24. Cheese dreams—crisp 

bacon strips 22. Vegetable soup (*34) 
25. Pureed corn pudding— 23. Saltines 


crisp bacon—spinach 24. Ham and noodle loaf, 
26. Broiled lamb chop-— mushroom sauce 
spinach (*61-22) 
27. Parsley oer (omit on 25. Sliced chicken 


Soft 26. Sliced chicken 
28. 27. Baked noodles in broth 
29. Temato and parsicy salad 28. Asparagus 
30. French dressing 29. Sileed orange and water- 
31. Fresh fruit cup cress salad 
32. Banana and orange 30. Parisian French dressing 
sections 31. tee—gumdrop bars 
33. Chocclate blanc mange (*175) 
34. Fresh fruit cup 32. Peach half with lime ice 


*Arabic numerals indicate the page on which the recipe may 
be found in ‘Quantity Recipes from Meals for Many,” by Marion 
A. Wood and Katherine W. Harris, Ithaca, New York College of 
Home Economics, Cornell University, 1952, 233 p. $1. Approx- 
imately 350 recipes. 
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TOLEDO DISHWASHERS 


Now offered with 


BOOSTER 
HEATER 


may be ordered with 
@ Boosts Pre-Heated Water 


any model 
to provide 180° Sanitizing 
Rinse. 


manual or automatic. 


Now—there is assurance of plenty of 180° sanitizing 

rinse water. This booster heater steps up pre-heated 
water to provide the 180° rinse water to operate 

© Compact Dimensions Toledo r-Type Dishwashers at peak efficiency. 
The result—dishes will air-dry quickly after going 


@ Economical Operation through the hot rinse. This eliminates unsanitary 
methods of toweling or wet stacking. Water tank is 
extra heavy with multi-flue construction for rapid 

@ Teams with today’s Toledo Door-Type heating. 4-14 gallon storage. Rapid replacement 

Dishwasher for top efficiency. capacity. Compact design. Combines with the modern 


Toledo Dishwasher Features—3-Way Doors, Zip 
Locks and Electrical Controls as a cost-saving unit. 
W rite for bulletin SD-90. Toledo Scale 
Company, Rochester Division, 245 
Hollenbeck St., Rochester, N. Y. 


SILVER BURNMISHERS 
Polished steel bur- 
nishin balls smooth- 
ly “roll” out nicks and 
restoring ori- 
ginal lustre and new ap- 
pearance. 
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33. Lime ice 

34. Unsweetened peaches 
35. Blended citrus juice 
36. French bread 


June 3 


1. Sileed banana 

2. Orange juice 

3. Corm flakes or rolled wheat 
4. Soft cooked exes 

5. Crisp bacon 

6. Cinnamon toast 


7. Alphabet soup 

&. Saltines 

%. Braised liver 

0”. Brolled steak 

1. Petatoes browned in their 
skine (*100) 

2. New potatoes 

3. Jullenne green beans 

4. Julienne green beans 

5. Celery hearts, radishes and 

scallions 

7. Cherry cobbler (*207) 

&. Jelly roll (*164) 

9. Lemon ice 

0. Fresh blueberries 

1. Blended citrus juice 


22, Cream of asparagus soup 
(*30) 


23. Crisp crackers 

24. Chicken salad 

25. Broiled liver-——-pattypan 
squash with lemon butter 


26. Broiled liver—pattypan 
squash 
27. Baked potato 


28, 
29. Slileed tomatoes on cress 


31. Jelly roll (*164) 

$2. Canned peeled apricots 
33. Soft custard (*200) 

34. Fresh apricots 

35. Grapefruit juice 

36. Bread 


June 4 


1. Grapefruit juice 

2. Grapefruit juice 

3’. Hominy grits or shredded 

wheat 

4. Poached exe 

5. sausages 

6. Toast 

7. Jullenne vegetable soup 
Crisp crackers 

9. Corned beef 

Roast lamb 

Bolled potatoes 

Boiled potatoes 
Seven-minute cnbbage 
Sliced carrots 

Jellied beet and horse- 

radish salad (*120) 

Mayonnaise 

Dutch apple pie (*188) 
Cream cheese, guava 

jelly, toasted crackers 

19. Strawberry gelatin 
20. Grapefruit and orange cup 
21. Limeade 


22. Orange juice with rasp- 
berry tee 

23. 

24. Veal loaf, pimiento cream 


6. French toast—syrup 


7. Temato boulllen (*33) 


0. Broiled bluefish 

1. Parsley potatoes 

2. Parsley potatoes 

3. Green peas 

4. Green peas 

5. Apricot, cream cheese and 
watercress salad 

6. French dressing 

7. Strawberry sundae 

8. Vanilla ice cream 

9. Lemon ice with paper flag 

0. Watermelon, honeydew 
and strawberries 

21. Grapefruit juice 


22. Green split pea soup (*33) | 


23. Crisp erackers 


24. Shrimp, deviled egg and -| 


potato salnd 
25. Fluffy omelet 
26. Fluffy omelet 
27. Stuffed baked potato 
28. Fresh asparagus 
+4 Celery and radishes 

31. Ambrosia pie (*1 
32. Canned pear hal 
cherries 
33. Orange gelatin cubes 
34. Fresh bing cherries 

35. Pineapple juice 
36. Hot biscuits—honey 


June 6 


. Tomato juice 

. Tomato juice 

. Rolled wheat or puffed 

rice 

. Seft cooked exe 

. Crisp bacon 

Sweet rolls 

. Consomme 

Paprika crackers 

. Glazed ham slice 

. Roast beef 

. Sealloped potatoes (*110) 

. Cubed potatoes 

. Dieed straightneck squash 

. Diced straightneck squash 

Hearts of escarole 

. Thousand Island dressing 

(*128) 

17. Pineapple upside-down 
cake—whipped cream 

18 Fruited gelatin, whipped 
cream 

19. Strawberry gelatin 

20. Fresh pineapple 

21. Blended citrus juice 


— 


22. Cream of spinach soup 

23. Croutons 

24. Meat and biscuit roll, 
brown gravy (*58) 

25. Minced veal 

26. Cold sliced veal 

27. Potato balls 

28. Wax beans 

29. Head lettuce salnd 

30. Chiffonade dressing 

31. Fresh red raspberries 

32. Home style peaches 

33. Soft custard 

34. Fresh red raspberries 

35. Grapefruit juice 


20. Sliced oranges 


21. Grapefruit juice 

22. Cern chowder (*29) 

23. Crisp crackers 

24. Slieed tomato with 
cabbage, carrot, green 
pepper, and cottage 
cheese salad—minced 
ham sandwich (*126) 

25. Broiled lamp pattie— 
carrots 

26. Broiled lamb pattie— 
carrots 

27. Baked potato 


29. Celery hearts 


21. Crusted pear, chilled 
custard sauce 

32. Canned fruit cup 

33. Raspberry gelatin, custard 
sauce 

34. Unsweetened fruit cup 

35. Mixed fruit juice 


June 8 


. Banana 

. Apricot nectar with lemon 
juice 

. Granular wheat cereal or 
crisp rice cereal 

. Peached exe 

. Crisp bacon 

Toast 


. Consomme 

. Celery erackers 

. Reast top sirloin of beef 

. Roast top sirloin of beef 

. Oven browned potatoes 

. Steamed potatoes 

. Silceed beets 

. Tender greens 

salad bowl (*132) 
Thousand Island dressing 


(*139) 
. Bread pudding, lemon 


sauce 
. Bread pudding, lemon 
sauce 

. Mocha sponge 

. Unsweetened apricots 
. Tomato juice 


22. Cranberry and pineapple 
juice 

23. 

24. Turkey croquettes— 
supreme sauce (*50) 

25. Creamed turkey 

26. Cold sliced turkey 

27. Baked noodles 

28. Green peas 

29. Sliced orange salad 

30. French dressing 

31. Coconut layer cake (*163) 

32. Jellied canned pear 

33. Baked custard 

34. Fresh blueberries 

35. Beef broth 

36. Crusty hard roll 


June 9? 


1. Orange juice 

2. Orange juice 

3. Puffed wheat or oatmeal 
4. Soft cooked ez« 

5. Link sausages 


ARMS 


35. Tomato juice 
36. Blueberry muffins 


June 10 


Honeydew melon 

juice 

Farina or wheat and 
barley kernels 

Poached 

Crisp bacon 

Toast 


Beef boullion 
Crisp crackers 
Chicken pie (*75) 
Roast leg of lamb 
Parsley potatoes 
Parsley potatoes 
Corn on the cob 
Garden spinach 
Stuffed prune salad 
Paprika French dressing 
Vanilla ice cream with 
sugared raspberries 
Vanilla ice cream 
Lemon ice 
Fresh raspberries 


21. Blended citrus juice 


. Cream of celery soup 
. Teasted crackers 
. Hamburger with chopped 


olives on toasted bun— 
potato sticks 


. Beef pattie—-asparagus 

. Beef pattie—-asparagus 
tips 

. Baked sweet potato 


. Siieed tomato salad 
. French dressing 
. Banana cream pie in 


raham cracker crust 
(* 185-191) 


. Sliced banana in orange 


juice 


. Vanilla cream pudding 


(*198) 


. Fresh orange cup 
. Frozen grape juice 


June 11 
. Tomato juice 


Tomato juice 
Corn fi”akes or oatmeal 
Scrambled exe 


. Grilled ham 


Rutterscotch pecan buns 
(*153) 


Consomme 

Whole wheat crackers 

Smoked tongue, raisin 
sauce 


. Broiled veal chop 


Whipped potatoes 
Steamed potatoes 

New beets and greens 
New beets 

Apricot and date salad 
Cream mayonnaise 


. Pineapple graham cracker 


pudding (*210) 
Lemon meringue pudding 


. Pineapple whip 
. Seedless grapes 
. Grapefruit juice 


36. — —-—~ 6. Toast . Chicken noodle soup 
25. Veal June 7 4 Chicken gumbo (*28) (*46) 
1. Cantaloupe 8. Toasted bread sticks 25. Minced lamb 
2° Blended citrus juice 9. Roast lamb with gravy 26. Cold roast lamb 
29. Cern @akes or Scotch bran 10. Broiled veal steak 27. Parsley potato balls 
(2187) ll. Mashed potatoes 28. Quartered carrots 
> 21. Prene 4. Serambled 12. Riced potatoes . 29. Hend lettuce salad 
r hip f 5. Canadian bacon 13. Zucchini squash slices 30. Chiffonade dressing 
e166. i72 6. Raisin bread toast 14. Carrot rings 31. Fresh fruit cup—hermits 
82. Prune whip (*210) 15. Melded bing cherry salad (*175) 
33. Baked custard (*199) 7. Beef boultlion 16.,Cream mayonnaise 32. Canned —, 
$4. Unsweetened Royal Anne & Saltines 17. Rice apple pudding with 33. Baked custar 
* gherries ' 9. Roast turkey with light cream (*211) 34. Fresh pineapple 
a 35. Consomme dressing (*70-48) 18. Rice Bavarian + somes e 
36. Hard rotis 10. Hot sliced turkey 19. Raspberry gelatin 36. Brea 
, J 5 12. Steamed rice 21. Limeade June 12 
une 13. Fresen green Lima beans t 
7 1. Orange juice 14. ‘Asparagus tips 22. Cream of asparas;us soup 1. Orange hals es 
| 2. Orange juice 15. Ginger ale fruit gelatin (*30) 2. Orange juice 
. 3. Crisp corn cereal or anind (*127) 23. Saltines 3. Rolled wheat or crisp rice 
> oatmean! 16. Cream mayonnaise 24. Broiled Canadian bacon— cereal 
q 4. Baked egg (omit on 17. Chocolate ice cream banana scallo 4. Soft cooked eg« 
Normal Diet) 18. Chocolate ice cream 25. eges—bacon bacon 
5. Grilled ham 19. Orange ice 
27. Baked potato 7. Vegetable soup (*34) 
seals 28. Whole green beans 8. Saltines 
29. Vegetable relish plate 9. Baked whitefish—lemon 


ae 5 ; *Arabic numerals indicate the page on which the recipe may 30. garnish (*78) 


_ be found in “Quantity Recipes from Meals for Many,” by Marion 31. Fresh pineapple 16. Broiled whitefish 

A A. Wood and Katherine W. Harris, Ithaca, New York College of 32. Royal Anne cherries 11. Paprika potatoes 

= Home Economics, Cornell University, 1952. 233 pp. $1. Approxi- 33. Floating island 12. Riced potatoes 
Fresh pineapple 13. Stewed tomatoes 


mately 350 recipes 34. 
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in handy moistureproof packets 


You'll be cutting food costs by reducing waste when you serve 
PREMIUM SALTINE CRACKERS this new modern way. 

@ Each package contains the right-sized portion for the average serving. 

@ Fresher . . . no waste caused by staleness or sogginess . . . always fresh and oven crisp. 

@ Less breakage...no waste in handling unused loose crackers and bottom-of-the-box pieces. 


@ Easier to handle...saves time and assures faster service and more appetizing appearance. 


OTHER FAMOUS “NABISCO INDIVIDUALS” 


SEND FOR NEW FREE BOOKLET 
packed with ideas on how to increase sales 
and cut food cost with NABISCO prod- 


Kindly send your booklet 


FOUNTAIN DANDY OYSTER RITZ 
TREATS CRACKERS CRACKERS 
less than 1°,¢ less than 2¢ only l¢ 
per serving per serving per serving 


Nationa! Biscuit Co., Dept. 26,449 W. 14th 8t., New York 14, N.Y, 


ucts including: PREMIUM Saltine 
Crackers * FOUNTAIN TREATS + 


DANDY OYSTER CRACKERS + 


RITZ CRACKERS + OREO Creme 


City Zone... State 


Sandwich + TRISCUIT Wafers w 


A PRODUCT OF NATIONAL BISCUIT COMPANY 
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. Asparagus 

Cabbage siaw (*125) 

Siaw dressing (*125) 

. Baked peach dumpling 

. Chocolate blanc mange 

. Lemon gelatin cubes 

. Unsweetened fruit compote 
. Blended citrus juice 


22. Cream ef mushroom soup 


23. Melba tonst 

24. Salmon loaf, parsiecy 
eream sauce (*82-22) 

25. Creamed salmon 

26. Cold salmon on lettuce 

27. Stuffed baked potato 

28. Green peas 

Celery eurls 

31. Fresh 

$2. Canned péeled apricots 

33. Chocolate blanc mange 

34. Fresh blueberries 

35. Grapefruit juice 

36. Batterhern rolia (*152) 


June 13 


. Grapefruit juice 
Grapefruit juice 

Corn fakes or catmen! 
. Peached e Py (omit on 
Normal et 

Crisp bacon 
Bacon—cinnamon rolls 


Beef broth 
. Crisp crackers 
. Beef leaf, brown 

mushroom gravy (*60-23) 
10. Brolled steak 
ll. Sealleped potatoes 
12. Baked potato 
13. Wax beans 
14 
15 


Cen Fo 


. Wax beans 

. Twe-decker tomate 
ecettage cheese salad 
(*135) 

5. Mayonnaise 

7. Besten cream pie (*163) 

8. Boston cream pie 

9. Cherry sponge 

0. Fresh apricots 

1. Orange juice 

22. Minestrone soup (*31) 

23. Saltines 

24. Serambled and 
noodlies—grilled chicken 
livers 

25. Scrambled and 
noodles 

26. Grilled chicken livers— 
broiled tomato 

27. Noodles 

28. Spinach with lemon 

29. Assorted relish plate 


31. Frested fruit cup 

32. Jellied canned fruit 

33. Strawberry gelatin 

34. Sliced oranges 

35. Apple juice 

36. Heney graham muffins 
(*149) 


June 14 


. Orange juice 

. Orange juice 

. Farina or raisin bran 
finakes 

. Sett cooked ex« 

. Grilled sausage cake 
Toast 


Consomme 

. Whele wheat wafers 

Roast chicken with dry 
dressing (*70-48) 

Roast chicken 

. New potatoes 

New potatoes 

Corn on the cob 

Diced beets 

Cantaloupe ring and 
raspberry salad 

French dressing 

. Ceffee tee cream 

Coffee ice cream 

. Lime ice 

. Grapefruit sections 

. Grapefruit juice 


22. Temate ("33) 

23. Saltines 

24. Welsh rarebit on tomat— 
bacon curla (*S87) 


. Broiled lamb chop 

. Broiled lamb chop 

. Baked potato 

. Asparagus tips 

. Green and red cabbage 


. Cream dressing 

. Home style peaches 

. Home style peaches 

. Soft custard 

. Unsweetened peaches 
. Pineapple juice 


June 15 


. Temate juice 


Tomato juice 

Shredded wheat or hominy 
arits 

Scrambied eg« 


. Grilled ham 


Coffee ring 


. Vanil 


Beef boullien 

Crisp crackers 

Stuffed breast of veal— 
brotled peach half 

Broiled beef pattie 


. Pittsburg potatoes (*110) 


Baked potatoes 

Green peas 

Green peas 

Stuffed celery with sliced 
ripe elive garnish 


. Vanilla cream pudding, 


cherry sauce (*108) 
a cream pudding, 
bing cherry sauce 


. Cherry and lemon gelatin 


cubes 


. Fresh pineapple 
. Orange juice 


22. 


Cream of chicken soup 
(*30) 


. Croutons 
. Chepped beef and mush- 


room saute on toast 


. Minced veal on toast 

. Diced veal 

. Parslied potato balls 

. Sileed earrots 

. Raw spinach, lettuce and 


. Vistegar-oll dressing 
. Fresh raspberries— 


refrigerator cookies 
(*176) 


. Fresh applesauce 
. Vanilla cream 
. Fresh raspberries 
. Apricot nectar 


udding 


Hrea 


June 16 


. Heneydew melon 
. Grapefruit juice 
. Oatmeal or puffed rice 


Poached ese 
Crisp bacon 
Toast 


ao Be ovens | 


Beef broth 


. Saltines 


Spiced ham bali« 


. Roast lamb 
. Candied aweet potatoes 


Steamed potatoes 


. Whele green beans 
. Whole green beans 
. Apple, celery and pine- 


apple salad (*124) 
Lemon mayonnaise 
Cheeelate fudge pudding, 

whipped cream (*206) 


. Chocolate pudding, 


whipped cream (*198) 


. Pineapple whip 
. Orange and plum cup 
. Blended citrus juice 


. Onion soup 
. Rye cheese croutons 
. Baked liver—«stuffed 


baked potatoe (*54) 


. Broiled liver—new beets 
. Broiled liver—new beets 
. Btuffed baked potato 


Tossed salad with tomate 


quarters 


. French dressing 
. Baked rhubarb with 


gzumdrop bars (*113-175) 


. Canned fruit cup 
. Chocolate pudding 


*Arabic numerals indicate the page on which the recipe may 


found in 
Ww 


Economics, 
mately 350 recipes 
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uantity Recipes from Meals for Many,” b 
ood and Katherine W. Harris, Ithaca, New a 
Cornell University, 1952. 233 p 


Marion 
ollege of 
. $1. Approxi- 


34. Unsweetened fruit compote 
35. Mixed fruit juice 
36. Cornbread (*154) 


June 17 


1. Slieed orange 

2. Prune juice with lemon 

3. Corn flakes or granular 
wheat cereal 

4. Seft cooked 

5. Link sausage 

6. Cimnamoeon breakfast 
muffins 

7. Consomme 

Crisp erackers 

9, Pet reast of beef 

10. Broiled veal pattie 

ll. Paprika potatoes 

12. Paprika potatoes 

13. Stewed tomatoes and okra 
(*115) 

14. Julienne carrots 

15. Peach cup salad with 
cream cheese and 

6. Cream mayonnaise 

7. Raspberry sherbet 

8. Raspberry sherbet 

9. Raspberry ice 

0. Fresh bing cherries 

21. Grapefruit juice 

22. Vegetable soup (*34) 

23. TVeasted crackers 

24. Seafeod Newburg on rice 


26. Cold sliced pot roast 

27. Fluffy rice 

2s. Fresh spinach 

29. Head lettuce salad 

30. Chiffenade dressing 

31. Devil's feed cake with 
coconut icing (*163) 

32. Canned Royal Anne 
cherries 

33. Baked custard 

34. Fresh raspberries 

35. Tomato juice 

36. Cleverteaf rolls 


June 18 


1. Grapefruit juice 

2. Grapefruit juice 

3. Farina or wheat finkes 
4. Peached ex« 

5. Crisp bacon 

6. 


7. Beef boulllon 

8. Whole wheat wafers 

9. Turkey and celery loaf 
(*76) 

0. Hot sliced turkey 

|. Petatoes baked in cream 
(*109) 

. Noodles 

Green peas 

. Green peas 

Lettuce, endive and 

watercress salnd 

. Lerense dressing 

. Fresh pineapple—brownties 
(*174) 

. Spanish cream—plain 
brownies 

. Grape sponge 

20. Fresh pineapple 

21. Orange juice 


co 


22. Corn chowder (*2%) 

23. Croutens 

24. Mixed grill—brolled ham, 
mushroom caps, sweet 
potatoes 

25. Bacon curls—asparagus 

26. Broiled lamb chop-— 
asparagus 

27. Baked sweet potato 


29. Cantaloupe ring salad with 
orange sections and 
blueberries 

30. French dressing 

31. Spaniah cream (*203) 

32. Steamed rice, apricot 
sauce 

33. Spanish cream 

34. Unsweetened apricots 

35. Grapefruit juice 

36. Orange biscults 


June 19 


1. Orange juice 

2. Orange juice 

3. Crisp corn cereal or 
relled wheat 

4. Serambled 

5. Link sausage 

6. Toast 


7. Mushroom boulllon 
8. Crisp crackers 


. Mashed 


. Baked salmon steaks— 
parsiey butter 
. Broiled salmon steaks 


tatoes 
Whipped potatoes 
Whoie kernel corn 
Chopped spinach 


. Head lettuce salad 
. Cueumber mayonnaise 


(*138) 


. Lattieed cherry pie 


Baked custard 
Raspberry gelatin 


. Fresh blueberries 
. Grapefruit juice 


. Cream of asparagus soup 


(*30) 


. Teasted crackers 

. Baked omelet (*#1) 
. Fluffy omelet 

. Fluffy 


omelet—chicken 
livers 


. Baked potato 
. Jullemne green beans 
— and watercress 


Thouxand Isiand dressing 


) 
‘ rreit punch—hermits 
5 


(*220-175) 


. Canned pears 
. Baked custard 


Unsweetened canned pears 


’ Mixed fruit juice 
. Bread 


June 20 


. Teomate juice 
. Tomato juice 
. Granular wheat cereal or 


erliap rice cereal 


. Seft cooked 
. Grilled Canadian bacon 


Haisin bread toast 


aoe 


. Melon 
. Orange juice 


Beef broth 


. Saltines 
. Reast leg of lamb—mint 
il 


Jelly 
. Roast leg of lamb 
. Fluffy rice 
. Fluffy rice 


uartered carrots 
ew beets and greens 


. Grapefrult and avacade 


. Fruit French dressing 


(*137) 


. Boysenberry cobbler (*207) 
. Pineapple 


whip—custard 
sauce 
whip 
all cup 


Pineapple 


. French onion soup 

. Rye eroutons 

. Salisbury steak (*64) 
5. Broiled chopped steak 

. Broiled chopped steak 

. Paprika cubed potatoes 
. Green peas 

9. Crisp green salad 

. French dressing with 


crumb! cheese 


. delly roll (*164) 
. Jelly roll 


Chocolate pudding 
Fresh red plums 
ulce 
Bread 


June 21 


. Orange halves 
. Apricot nectar with lemon 


juice 
Cern flakes or oatmeal 
Scrambled 
Crisp bacon 


. Sweet rolls 


Consomme 
Crisp crackers 


. Reast prime rib of beef 
*40-41) 


. Roast beef 
. Mashed potatoes 
. Mashed potatoes 


Wax beans 
Wax beans 


. Cabbage, spinach and 


apple salad (*126) 


. Peppermint stick lee cream 


Peppermint stick ice cream 
Lime ice 


. Fresh bing cherries 


Jrapefruit juice 


te 
te 


bo te 


. Cream of tomate soup 
*Z1) 


. Teasted crackers 
. Deviled egg—aliced cheese 


—savery stuffed baked 
potato 
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Pattern 
Carried in stock at the factory 


Home-like beauty, wearability, long-term 


economy ... plus the always-available and complete service 
rendered by America’s top-flight organization of china 
distributors! That’s why Syracuse China is regularly used by 
more leading hospitals, schools, hotels, restaurants, clubs, 
dining cars and steamship lines than any other china. 


Write us for name and address of your Authorized Syracuse China Distributor 
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\ 5 Highland Pattern 
Carried in stock at the factory 
| 
— 
— 
China 
7 outstanding favorite for years of America’s 
; 
ell | ve WUL 


25. Minced lamb—diced 

26. Cold roast lamb—diced 
Squash 

Baked potato 

29. Asparagus and pimiento 


30. Vinaigrette dressing 

31. Fresh fruit cup with 
blueberries 

$2. Orange and banana cup 

3%. Vanilla rennet-custard 

$4. Fresh fruit cup with 
blueberries 

35. Blended juice 

36. Rye bread 


June 22 
1, Cantaloupe 
2 juice 
4. Farina or crisp rice cereal 
4. Poached e 
5. Grilled livers 
. Teast 


. Beef boutllon 
. Saltines 
. Reast fresh ham 
. Broiled veal pattie 
Golden crusted potatoes 
. Steamed potatoes 
. Sileed succhini squash 
. Bliced beets 
Julienne beet and escarole 
aniad 
. Horse radish French 
Baked custard, apricot 
sauce 
. Whipped lemon gelatin 
. Unsweetened canned pears 
. Blended citrus juite 


22. Vegetable soup (*34) 

23. Crisp crackers 

24. Baked rice and meat in 
cabbage rolls with 
savory tomato sauce 

25. Baked rice and meat 

26. Hot sliced chicken 

27. Steamed rice 

28 Spinach with lemon 

29. Orange and banana salad 

30. French dressing 

31. Angel food enke, 
chocolate chip whipped 
eream (¢*162) 

32. Angel food cake 

33. Baked custard 

34. Unsweetened peaches 

$5. Grapefruit juice 

36. Bread 


tome 


June 23 


Tomato juice 

Tomato juice 

Shredded wheat or hominy 
rits 

Soft cooked 

Link sausage 

Raisin bread tonst 


| 


Consomme 

Whole wheat wafers 

Swiss steak 

Broiled steak 

Potato puff (*111) 

Potato balls 

Corn on the cob 

Asparagus 

Sliced head lettuce salad 

Thousand Island dressing 

Orange date-nut cake 

with whipped cream 
(*165) 

18. Cherry sponge 

19. Cherry sponge 

20. Fresh raspberries 

21. Limeade 

22. i orn chowder (*20) 

23. Saltines 

24. Frankfarters stuffed with 
cheese and bacon wrap— 
creamed potatoes 

25. Grilled bacon 

26. Broiled lamb pattie 

27. Stuffed baked potato 

28. enrrots 

29. Tossed salad 

30 Celery seed French 
dressing 

31. Watermelon 

32. Fresh applesauce 

33. Soft custard 


34. Watermelon cubes 
35. Orange juice 
36. Finger rolls 


June 24 


1. Slleed banana 

2. Prune juice with lemon 

3. Relled wheat or crisp corn 
cereal 

4. Serambled egg 

5. Crisp bacon 

6. Heney buns 


Grapefruit juice 


Roast leg of veal with 
dressing 

10. Roast leg of veal 

ll. Potatoes au gratin 

12. Riced potatoes 

13. Green peas 

14. Green peas 

15. Shredded carrot and raisin 

anlad (*127) 

16. Cream dressing (*127) 

17. Cheeolate sundae (*214) 

18. Cranberry ice 

19. Cranberry ice 

0. Fresh red plums 

21. Consomme 


22. Tomato soup (*33) 

23. Crisp crackers 

24. Chicken chop suey, 
Chinese noodles (*47), 
spiced peach 

25. Creamed sweetbreads— 


beets 

26. Broiled sweetbreads— 
beets 

48 Baked sweet potato 

29. Head lettuce salad 

30. Russian dressing 

31. Reyal Anne cherries— 
pecan puffs (*177) 

32. Orange sections 

33. Vanilla ice cream 

34. Orange sections 


$85. Blended citrus juice 


36. Petato rusks 


June 25 


1. Orange juice 

2. Orange juice 

3. Puffed rice or oatmeal! 

4. Soft cooked ez« 

5. Grilled bacon 
5. Toast 

7. Beef bouillon 

S. Crisp crackers 

%, Beef and vegetable stew 


(*56) 

10. Broiled lamb chop 

il, 

12. Paprika potatoes 

13. Green beans 

14. Green beans 

15. Grapefrult, stuffed prune 
aniad, cherry garnish 

16. Magaschino French 
dressing 

17. Lemon sponge (*200) 

18. Lemon sponge 

19. Lemon snow pudding 

20. Cantaloupe and blackberry 


cup 

21, Blended eitrus juice 

22. ¢ ream of mushroom soup 
(*30 

23. Saltines 

24. Salad bowl of chicken 
livers, egg and tomato 
sections, greens and 
bacon curl 

25. Minced veal-—diced squash 

26. Diced veal—broiled tomato 

— mixed green salad 
Parsley potato balls 


27. 

29. 

30, 

31. Presh strawberries 

22. Canned fruit cocktail 

33. Raspberry gelatin with 
custard sauce 

24. Fresh strawberries 

35. Pineapple juice 

36. Cimnamon biseults (*148) 


June 26 


|. Honeydew melon 
2. Tomato juice 


*Arabic numerals indicate the page on which the recipe may 


be found in “ 
A. Wood and 


antity Recipes from Meals for Many,”’ by Marion 
atherine W. Harris, Ithaca, New York College of 


Home Economics, Cornell University, 1952. 233 pp. $1. Approxi- 


mately 350 recipes 
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Farina or bran flakes 

. Peached ese 

Crisp bacon 

Whole wheat raisin toast 


Easence of celery broth 

. Saltines 

. Golden erusted ocean perch 
. Broiled ocean perch 

. Mashed potatoes 

. Mashed potatoes 

. Stewed tomatoes 

. Sliced carrots 

. dellied vegetable salad 

. Mayonnaise 

. Deep dish apple pie 
Jelly-crested baked custard 
and lemon gelatin 
cubes 

. Grapefruit juice 


| 


to to 


22. Cream of asparagus soup 
(*30) 


23. Creutons 

24. Sealloped tuna fish with 
noodles (*80) 

25. Creamed tuna 

26. Low fat tuna on lettuce 

27. Baked potato 

28. Green peas 

29. Slieed orange and 
watercress salad 

30. French dressing 

31. Applesauce cake—brow 
sugar frosting (*162-167) 

32. Canned pears 

33. Baked custard 

34. Unsweetened canned pear 

35. Frozen grape juice 

36. Bread 


June 27 


. Orange juice 

. Orange juice 

. Corn flakes or rolled wheat 
. Serambled egg 

. Crisp bacon 

. Teast 


Beef broth 

. Celery crackers 

Baked ham 

Roast lamb 

. Creamed new potatoes 

. Parsley potatoes 

Spinach with lemon 

. Spinach with lemon 

Banana salad, cherry 
garnish 

Cream mayonnaise 

. Cottage pudding, lemon 


Vie 


sauce 

18. Cottage pudding, lemon 
sauce 

19. Maple mold (no nuts) 
(*209) 


20. Watermelon 
21. Blended citrus juice 


22. Cream of tomate soup 
(*31) 


23. Saltines 
24. Assorted cold cuts—potato 


salind 
25. Broiled beef pattie—beets 
26. Broiled beef pattie—beets 
27. Mashed potatoes 


29. Vegetable relishes (*118) 


31. Fruit compo ! 
cookies 

32. Canned peaches 

33. Whipped lime gelatin 

34. Unsweetened peaches 

35. Pineapple juice 

36. Pampernickel bread 


June 28 


1. Fresh blueberries 

2. Orange juice 

3. Granular wheat cereal or 
puffed rice 

4. Poached egg 

5. Grilled Canadian bacon 

6. Toast 

7 

4 


. Conseon.me 

. Melba toast 

. Chieken fricasse— 
eranberry and oranae 
relish (*71-23) 

. Roast chicken 

Mashed potatoes 

Mashed potatoes 

. Whole kernel corn 

. Pattypan squash, lemon 


— 


uice 
. Sileed honeydew and fruit 
salad 
. Fruit dressing 
. Maple nut ice cream 
. Orange ice 
. Orange ice 


20. Fresh plum and orange cup 
21. Limeade 


22. Oxtall soup 

23. Crisp crackers 

24. Creamed mushrooms on 
toast—candied sweet 
potatoes 

25. Broiled veal pattie 

26. Broiled veal steak 

27. Baked sweet potato 

28. Julienne green beans 

29. Tomato and parsicy salad 

30. French dressing 

$1. Fresh 
cookies (*173) 

32. Jellied canned fruit 

33. Coffee rennet-custard 

34. Fresh pineapple 

35. Mixed fruit juice 

36. Bread 


June 29 


. Tomato juice 

. Tomato juice 

Crisp corn cereal or 
oatmeal 

. Seft cooked eg SF 

. Grilled turkey livers 

Bacon muffins 


Beef bouillon 

Crisp crackers 

. Reast leg of lamb— 
tomato relish (*25) 

Roast leg of lamb 

Steamed potatoes 

. Steamed potatoes 

. Frozen Lima beans (*100) 

. Tender beet tops 

Cabbage, marshmallow 
and asniad 
(*126) 


6. 

7. Fresh raspberries 

8. Rice mold with apricot 
nectar sauce 

9. Strawberry gelatin 

0. Fresh raspberries 

1. Grapefruit juice 


22. Cream of spinach soup 

23. Saltines 

24. California fruit salad bow! 
—minced chicken 
sandwiches 

25. Creamed chicken—carrots 

26. Cold sliced chicken— 
carrots 

27. French potato balls 


29. Celery hearts 


31. Lady Baltimore cake 
(*161 


32. Canned Royal Anne 
cherries 
33. Baked custard 
34, Unsweetened apricots 
35. Grapefruit juice 


June 30 


1. Slleed orange 

2. Orange juice 

3. Farina or wheat and 
barley kernels 

4. Serambled exe 

5. Grilled ham 

6. Tonst 


Creole soup 
Saltines 

Pot roast of beef 
Broiled steak 
Franconia potatoes 
Mashed potatoes 
Okra or green peas 
Green peas 

Peach cup salad 
Cream mayonna’se 
Blueberry pie (*18) 
Floating island 

. Grape sponge 

. Fresh blueberries 
21. Blended citrus juice 


22. Chicken rice broth 

23. Crisp crackers 

24. Veal a la king on biscuits 
—carrot sticks (*67) 

25. Creamed eggs——-asparagus 

26. Cottage cheese—asparagus 

27. Baked potato 


29. Apple, grapefruit and 

melon salnd (*128) 

30. Heney fruit dressing 
*138 


31. Feuit meringues (*200) 

82. Canned fruit cocktail 

33. Floating island 

34. Unsweetened canned pears 
35. Pineapple juice 

36. Bread 
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There’s a model built to produce best—for you—in 
every category of Hobart food, kitchen, glasswashing 
or dishwashing machine. Check the extent of our line 


as listed, below. Then, consult our local representation 
—or fill out the coupon and drop us a line. Either way, 
you'll get complete, detailed information and specifi- 
cations on the most complete line in the industry. Get 
Look at all that he’s accomplished! His all-Hobart it—and line up with Hobart—today .. . The Hobart 
installation gives him equipment universally acknowl- Manufacturing Company, Troy, Ohio. 
edged as best engineered and built for top performance. 
More, it gives him all the added benefits of interchange- 
ability of attachments and accessories—of consoli- 
dated planning, purchasing and servicing-——of wide 
choice of capacities and sizes for most efficient operation. MEAT SAWS ¢ TENDERIZERS 


Here's a kitchen operator with a real line on layout— 
a man who’s done away with his equipment problems 
by concentrating on the Hobart line. 


DISHWASHERS * GLASSWASHERS + DISH SCRAPPERS + MIXERS 


PEELERS * FOOD SLICERS * FOOD CUTTERS + MEAT CHOPPERS 


COFFEE MILLS SCALES 


for over 55 years 


obar 


Food Machines 


THE HOBART MANUFACTURING COMPANY, TROY, OHIO 

Attention: DEPT. ADV. 

[} Please send full information on the complete Hobart 
line of Food Machines = Kitchen Machines [}) and 
Dishwashing Machines 

(_) Please have my local representative call on me. 


NAME 


BUSINESS 
STREET ADDRESS The World's Largest Manufacturer of Food, 
CITY ZONE Kitchen and Dishwashing Machines 
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1773 
F747 hospitals 
have switched to 


Angelica because of 
original designs like the 


*PATENT 
PENDING 


the most outstanding patient 
gown ever designed 


decause... 


there are no ties to tear off or become knotted 
and twisted in the laundry... reducing linen 
room repoir time and cost. 


it fastens securely and quickly (1) on top of the 
shoulder with two indestructible knot buttons 
..@ real nurse's time saver. 


because... 


the new “Ty-Free’ patients’ gown affords com- 
plete comfort for the potient...there are no 
bulging back ties to lie on. (2) Roomy raglan 
sleeves permit easy accessibility for examination 
and give the patient freedom of movement. 


decause... 


this new gown is made with the same fine 
features as all other Angelica patients’ gowns, 
including (3) bartacking, (4) double reinforced 
button holes, (5) reinforced neckline and front 
yoke ... quality construction that means longer 
wear. 


Angelica’s exclusive new “Ty-Free” patients’ 
gown is available for immediate delivery at low, 
low prices. Call your Angelica representative 
today. 


“TY-FREE" PATIENT GOWN .. . STYLE 630 DOR 


1427 Olive, St. Louls 3 « 107 W. 48th, New York 36 « 177 N. Michigan, Chicago 1 
110 W. 11th, Los Angeles 15 « 427 St. Francois Xavier St., Montreai 
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Standard cost summary report 


checks laundry efficiency 


HIRAM SIBLEY 


I’ YOUR HOSPITAL’S laundry do- 
ing an efficient job? Does your 
linen cost reflect a high loss rate? 
How does the cost per pound in 
laundry in your hospital compare 
with the cost in laundries of other 
hospitals in the same size group? 

These and other questions come 
up in the average hospital several 
times each year. Connecticut hos- 
pitals hoped that the answers 
could be found in the annual cost 
analysis which requires hospitals 
to keep accurate figures for each 
department’s payroll, poundage 
and cost’ of supply. To these fig- 
ures, overhead and supervision is 
added. 

Logically, this should have pro- 
vided hospitals with comparable 
and valuable figures. However, 
when figures for all 34 general 
hospitals were published by the 
office of The Connecticut Hospital 
Association for the 12 months 
ended September 30, 1951, the 
cost analysis did not live up to 
expectations. 

Since the cost analysis forms 
are primarily designed to produce 
an average inpatient cost, and 
since they depend upon 34 indi- 
vidual accountants to accrue gen- 
eral ledger and poundage figures, 
and since they are certified by 
any number of certified public ac- 
countant firms, the opportunity 
for accounting variation was too 
great to produce strictly compa- 
rable figures. Briefly, the tool of 
the annual cost analysis was not 
sharp enough to provide compa- 
rable laundry cost figures. 


Mr. Sibley is executive director of The 
Connecticut Hospital Association, New 
Haven, Conn. 
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The following month the figures 
produced by the cost analysis were 
studied by The Connecticut Asso- 
ciation of Institutional Laundry 
Managers. Out of this study came 
the recommendation that a stand- 
ard form be developed for use in 


all of the hospital laundries 
throughout Connecticut. 

Following the leadership of the 
Hartford Hospital which had ex- 
perimented with a suitable form, 
a joint committee composed of 
both laundry managers and hos- 
pital administrators met and 
worked out a standard form and 
a standard procedure. Within two 
months the form and procedure 
had been adopted by both the 
trustees of The Connecticut Hos- 
pital Association and the directors 
of the Connecticut Association of 
Institutional Laundries. Since that 
date it has been adopted by a 
number of Connecticut hospitals 
for use in their laundries. 

The form is set up on two 
sides of a routine 8 x 11” sheet 
of paper, is straightforward in 
character and intended for the use 
of each hospital’s laundry man- 
ager. It can be used for varying 


LINEN DISTRIBUTION STATISTICS 


DISTRIBUTION OF NON BEDSIDE CARE LINEN-FLAT & TUMBLER WORK | 
Pounds 


Depertment of Location 


| DISTRIBUTION OF BEDSIDE CARE LINEN 


Nursing Unit Fleer 


Oper ating Rooms 


Central Sterile Supply 


Delivery Rooms 


Emergency Rooms 


X-Ray 
_ Residences - Doctors, Nurse's and Personnel 


COE 


6 
F TUMBLER WORD 
i] 
Housekeeping 
Otner | | 
| 
| | 
| 
| 
| 
| 
4 | 
7 | | 
| 
Po TOTAL BEDSIDE CARE LINEN 
109 


HOSPITAL 
LAUNDRY COST AND STATISTICAL SUMMARY FOR THE ENDING 
WAN HOURS COST 
**L ABOR 
"Supervision (Exctuding Laundry Manage: ) 
Cotlection of Soiled Linen, Sovled Sorting, Washing and Extracting 
Flatwork Ironing including Preparation and Folding 
Press Work - Handling and Finishing 
—_ Linen Room, Mending and Distribution of Ciean Linen 
Maintenance and Repai of Laundry Equipment, Janitor Service 
Other (expi ain ) 
TOTAL MANHOURS AND LABOR + 
Cover Material, Padding etc. 
TOTAL SUPPLIES | 
UTILITIES 


If accurate consumption [igures ore Got available estimate by eseuming thet 
Water slions of water ere required to process one pound of linen. 
™ 


essuming thie com 


eccwurete ere fol ava: 
Electricity 90 conte per 1000 pounds of linen procesned. 


Gas 
TOTAL UTILITIES 
__ TOTAL DIRECT COSTS is 

POUNDS OF PRODUCTION (Soiled weight) 

Flatwork and Dry Tumbler Work 

Press Work 

TOTAL POUNDS OF PRODUCTION 

Regular Patients 

Newborn 

Other 

Other 

TOTAL PATIENT DAYS 


USAGE RATIO = TOTAL POUNDS OF PRODUCTION DIVIDED BY TOTAL PATIENT DAY 


EFFICIENCY RATIO <= TOTAL PRODUCTION DIVIDED BY TOTAL MANHOURS 


DIRECT COST PER POUND = TOTAL DIRECT COSTS DIVIDED BY TOTAL PRODUCTION $ 


— ISSUED their time in supervisery work, ther tote! time end pey should be cherged te Supervision. Less then 
time in supervision their tote! time and pay should be entered in the appropriate labor cetegory. 

**in the event thet eny of the labor functions listed are hendied by enother department such os Meusckeeping, Nursing, or Engineering, the 
tote! time spent end weges poid to such personne! should be entered in the eppropricte spece. |f eny perquisites ere provided they shovid 
be edded te the labor costs os follows, $3.00 per week per mec!l, $4.00 per week fer room. 


lengths of time, such as a week, 
month or quarter. Payroll costs 
are determined by keeping track 
of the manhours worked by laun- 
dry personnel and then multiply- 
ing by the rate at which each 
group of workers is employed to 
produce a payroll cost. The cost of 
supplies is easily obtainable from 
requisitions prepared for laundry 
supplies and submitted to the hos- 
pital’s central stores. The cost of 
such utilities as steam, water, elec- 
tricity and gas will be most exact 
if these supplies are metered to 
show the amounts used by the 
laundry. It was recognized, how- 
ever, that many laundries are not 
in a position to meter such serv- 
ices and a substitute figure based 
on average hospital experience is 
included in the form which can 
be multiplied quite simply by the 
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number of pounds of linen proc- 
essed. 

More important both for control 
and operation purposes is the de- 
termination of the number of 
pounds of laundry which are 
brought into the laundry soiled; 
and the number of pounds of laun- 
dry which are distributed to vari- 
ous hospital departments. The 
first figure known as a production 
figure will keep accurate track of 
the laundry’s production on a con- 
tinuing basis essential to efficient 
management. Proper use of this 
figure will ensure that machines 
are not either overloaded or un- 
derloaded so that a good wash 
may be produced with the most 
economical utilization of supplies. 
From a control point of view, the 
amount of laundry used in each 
hospital department can be closely 


watched and questions raised if a 
department gets out of line with 
other departments or suddenly de- 
parts from the average poundage 
developed over a suitable test pe- 
riod. 

The distribution figure which is 
developed on the back side of the 
standard form allows the laundry 
manager to relate the amount of 
linen distributed, both to the pro- 
duction figure and to the number 
of patient days produced in any 
one department. Constant watch- 
fulness will determine which de- 
partment is not using its laundry 
efficiently and whether outgo is 
greater than the amount of linen 
which returns for laundry. This 
information naturally will have to 
be used with the greatest care in 
order to avoid misunderstandings 
and friction. In a hospital which 
loses a substantial amount of linen 
each year, it is possible through 
this medium to determine the de- 
partments in which the greatest 
loss occurs. This department can 
then be put under surveillance and 
experience shows that the loss ratio 
drops sharply when departmental 
employees recognize that they are 
under such supervision. 

A final value which the stand- 
ard form will bring about is a 
sense of competition through which 
departments that have been care- 
fully managed can be rewarded. 
Industry has long recognized the 
value of such rewards and hos- © 
pitals are gradually following the 
lead in order to encourage better 
patient care. 

No attempt has been made to 
date to insist upon the use of the 
form in all of the hospital laundries 
throughout Connecticut. In the face 
of rising costs, however, it has 
became a tool which both admin- 
istration and laundry managers 
have welcomed as the answer to 
a recognized need. 

It can be compared quite simply 
with reports from other laundries 
and it is easy to discover errors 
if the form is not being filled out 
correctly. The Connecticut Hos- 
pital Association which has issued 
the form will be happy to make it 
available to other hospitals and 
will welcome opportunities’ to 
make comparisons with other hos- 
pitals who undertake the use of 
the form. 
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Luxury! 
Economy! 


Therapeutic Value! 


The beautiful Mather Home for Aged Ladies 


Why the MATHE H (ME i 
USES GOO ALT FABRIC 


The main dining room is decorated with elegant draperies This typical Mather Home living room features draperies 
of Goodall Fabrics “Print & Imprint.” These draperies of Goodall Fabrics wrinkle-resistant “Grapevine,” and en- 
hang in rich, heavy folds...ward off wrinkles, shed dust during upholstery of “Grandee,” and “Beekman,” that 
easier, help soften noises. adds home-like beauty and comfort. 


Goodall Fabrics for hospitals and allied institu- Goodall Fabrics are economical because they are 
tions are made to meet special needs. The thera- Blended-to-Perform! That’s why modern hospitals 
peutic value of their colors, their luxurious textures count on Goodall Fabrics to keep their beauty and 
and spirit-lifting designs, their noise-muffling quality shape through countless washings and cleanings. . . 
help create an atmosphere of quiet charm. And _ stay color-bright .. . wear longer. 


Interiors by Hospital Furniture, Inc. 


Hospitals Everywhere Get 
Longer Service, Lower Maintenance, Richer Beauty 
With Goodall’s Specialized Hospital Fabrics For: 


DRAPERIES « UPHOLSTERY « SLIPCOVERS 


BEDSPREADS « CUBICLES « CASEMENTS 


© 1953, Goodall Fabrics, Inc., Subsidiary, Goodall-Sanford, Inc. (Sole Makers of World-Famous PALM BRACH® Cloth) ‘Registered Trade Mark 
GOODALL FABRICS, INC. + NEW YORK « BOSTON + CHICAGO + DETROIT + SAN FRANCISCO + LOS ANGELES 
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Determining the suitability of 


soaps and sanitary supplies 


JOHN 8B. WARNER JR. 


AVING DEALT with waxes and 
H paints in the preceding ar- 
ticle (April 1953), the third es- 
sential item in housekeeping 
supplies that falls into the pur- 
chasing agent’s province is soap 
and its offshoot, sanitary supplies. 

In discussing soaps there is one 
term that should be mentioned 
and explained more fully. This 
term is “pH.” pH is the negative 
logarithm of the hydrogen ion 
concentration. Actually this term 
measures the strength characteris- 
tic of a solution of alkali or acid 
rather than the quantity of the 
alkali or acid in the solution. 

It is common knowledge that 
alkalis vary greatly in strength. 
Some are classed as “strong,”’ such 
as lye or caustic soda, others have 
medium strength such as trisodium 
phosphate and washing soda, and 
finally there are the weak alkalis 
such as baking soda. This method 
of classification is by the inherent 
strength of the alkali regardless of 
the amount of such alkali present. 
In other words, whether we have 
a single grain of lye or a carload, 
each is equally strong. 

It is essential to realize that a 
large amount of a high concentra- 
tion of weak alkali will not make 
a strong one. As an example, the 
eye may be washed without dam- 
age using a relatively concentrated 
baking soda solution, whereas it 


Mr. Warner is purchasing agent. St. 
John's Hospital, St. Louis. is article is 
adapted from an address presented at the 
American Hospital Association's Institute 


on Hospital rchasing, St. Louis, Nov. 
9-14, 1952. For source material, Mr. Warner 
credits three maintenance magazines, 


Sanitary Maintenance, Modern Sanitation 
and Flooring. 


would be unwise to risk a drop of 
even a dilute lye solution in it. The 
term pH then, measures the 
strength of the solution rather 
than the quantity of the solution. 

The pH scale runs from 0 to 14. 
pH 7 represents neutrality—nei- 
ther acid or alkaline. The pH scale 
from 7 to 14 represents the alka- 
line range with the alkalinity in- 
creasing as the pH increases to 
14. From 7 to 0 is the acid range 
with acidity increasing as pH de- 
creases from 7 toward 0. 

A whole number variation, how- 
ever, represents a tenfold differ- 
ence in alkalinity or acidity. Thus, 
pH 9 represents ten times the alka- 
linity of pH 8 and pH 10 repre- 
sents 100 times the alkalinity of 
PH 8. 

For practical purposes then, we 
break down each number into dec- 
imals to classify the many com- 
mon substances by their pH values. 
To attain a practical understand- 
ing, here are some common sub- 
stances with their corresponding 
pH values; 1 per cent lye—13.1, 
1 per cent washing soda—11.5, 
high quality bar soap—10.3, neu- 
tral liquid soap—10 to 10.8, self 
polishing floor wax—8.5 to 10, 1 
per cent baking soda—9, distilled 
water—7, carbonated beverages— 
3.5 and vinegar—2.8. 

How can we have a neutral 
liquid soap in the range of 10 to 
10.8, if pH 7 is neutral? Because 
soaps are made of acids known as 
fatty acids and strong alkalis such 
as lye. Here again we have to re- 
vert to our previous statement that 
pH measures strength rather than 
quantity. The term neutral applied 
here means that the soap consists 


of equal chemical quantities of the 
fatty acids and the alkali. It is 
therefore called a neutral soap. 
Since the alkali present is more 
strongly alkaline than the acid is 
acidic, a pH in the alkaline range 
results. This is characteristic of all 
soaps, although some variations 
can be accomplished to lower pH 
somewhat by superfatting, or to 
increase pH by adding excesses of 
alkalis or alkaline salts. 

Experience teaches that neutral 
soaps are not harmful to floors, fine 
surfaces or even to the skin. Such 
soaps can be harmful if they con- 
tain added free alkali or if the 
alkali used in making them is not 
completely neutralized by an equal 
chemical quantity of the fatty 
acids. This suggests the advisabil- 
ity of limiting not only the pH in 
soap specifications but a limit on 
the amount of the free alkali pres- 
ent is equally important. It is 
suggested that for neutral soaps 
used in maintenance, a pH limit of 
10.5 and a free alkali limit of 0.1 
be prescribed. If both pH and ex- 
cess alkali are thus limited there 
is very little likelihood of alkaline 
damage to surfaces ordinarily en- 
countered in building mainte- 
nance. It is not safe to limit one 
and not the other. The pH of a 
liquid hand soap should not ex- 
ceed 10 and surgical soap should 
not exceed 9. 


HAND SOAP 


While the primary function of 
a hand soap is to get the hands 
clean, that statement requires an 
immediate. qualification. It is es- 
sential that the soap perform this 
function agreeably as well as 
thoroughly. Actually, the cost of 
cleaning with products of compar- 
able quality is approximately the 
same. The difference, if any, is so 
small as not to offer a real pur- 
chasing economy to anyone but the 
very largest users. Logically, 
therefore, after the choice has been 
narrowed, on the basis of ability 
of different items under considera- 
tion to clean thoroughly and ag- 
reeably, the following factors 


The Purchasing department is ed- 
ited by Leonard P. Goudy, purchas- 
ing specialist. 


HOSPITALS 


112 


a Selects Simmons Equipment for Service and Beauty 


Only the best in modern hospital construction and equipment 
would satisfy the citizens of Twin Falls County, Idaho, when they erected 
their new hospital. That’s why Simmons beds, furniture and Beautyrest 
mattresses are used in this new 160-bed hospital. 

“From the ground floor grouping of all medical services, to the home- 
like atmosphere of. the individual rooms, the Magic Valley Memorial 
Hospital is designed to a new concept of efficient, attractive service,’ says 
Mr. J. C. McGilvray, Hospital Administrator and President of the Idaho 
Hospital Association. 

Shown above is one of the semi-private rooms planned by Mr. McGilvray 
and his staff. It is a symphony of soothing color, from its two-tone walls 
to the beautiful furniture finished harmonionsly in dove green with grey. 

Whether you are modernizing or planning new construction, call your 
Simmons hospital supply dealer, or, write us for helpful advice. 


Illustrated above: Room No. 80, Dove green with grey. Magic Valley Memorial 
Hospital, Twin Falls, Idaho. This room is equipped with: H-880-3 Vari-Hite Beds with 
L-171 Deckert 3-crank Spring—F-440-F Bedside Cabinets—-F-142-24 Chest with Mirror 
FM-42—F-732 Chairs—F-763 Arm Chair—F-885 Single Pedestal Overbed Table. 


Hospital Division Company 


| 


Simmons Vari-Hite bed ends are quickly 
adjustable from home bed height to hospital 
height by cranking. At the low height. 
patients enjoy a greater sense of security. 
In raised position, the patient is brought to 
the right height for nurse care. 


Write for new catalog of Simmons’ 
complete line of bospital equipment 


Chicago 54, Merchandise Mart - New York 16, One Pork Avenue + Son Francisco 11, 295 Bay Street + Atlanta |, 353 Jones Ave., N.W. + Dollas, 8600 Harry Hines Bivd. 
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LIiFE-SAVING SUCTION 


FOR YOUR POLIO CASES 


ASPIRATORS In Iron Lung cases where swallowing 


reflexes are affected, dependable aspiration 


FOR ALL-AROUND must always be at hand to keep the 
throat clear of secretions. To be without 
POST-OPERATIVE adequate suction units is to risk serious 


or even fatal developments. 


DUTY 


You can always be sure of strong, steady, 


controlled suction with Gomco 
Aspirators. Their trouble-proof use in thousands of hospitals, clinics, 
and offices over many years is proof of it. Your supplier will be glad 
to show you the light, 18-pound No.789, illustrated, or its stand-mounted 
counterpart, the 790. Both are dependable standbys 
in polio therapy, as well as urological and 
bronchoscopical and dental work. 


GOMCO SURGICAL MANUFACTURING CORP. 
820-H E. Ferry Street Buffalo, New York 
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™ No. 789 
Portable Aspirator 
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should be considered in. approxi- 
mately this order: 

1. Speed of cleaning. 

2. Ease of dispensing. 

3. Fixtures available. 

4. General neatness of operation. 

Where liquid soaps will serve, 
they have many advantages over 
other types. They are speedy 
cleaners, are easy to dispense, can 
be used in virtually any situation 
because of the variety of dispens- 
ing equipment available, and can- 
not be surpassed for neatness of 
operation. They provide the neat- 
est maintenance in that there is no 
powder to clog the discharge of 
dispensers or lie undissolved in the 
soap bowls. 

Because coconut oil soaps pro- 
duce the most profuse lather and 
clean energetically, they have long 
been attractive to most buyers. 
Since the war, however, coconut 
oil has jumped to very high price 
levels; on occasion it sells for two 
or three times as much as other 
usable ‘and available vegetable 
oils. For this reason, all soaps made 
exclusively from coconut oil are 
high priced today. Many soaps, so 
represented, are actually blends in 
order to keep them within a fixed 
price range. 

Does specification buying assure 
the customer of getting the great- 
est value? Hardly. Several soaps 
may presumably meet the same 
specifications and yet show con- 
siderable variations in perform- 
ance. These variations will be 
evident because of contrasts of 
manufacturing procedure. All 
soaps are prepared in some system 
of cooking, distilling, settling, fil- 
tering, refrigerating and adjusting 
for balance. This process can be 
as varied as the preparation of so 
many products we buy. Our ques- 
tion is to determine which one is 
the right one for our purpose. We 
cannot take time to inspect the 
manner in which each brand is 
produced, but we can easily make 
our own practical tests in this 
manner: 

1. Put each in a bottle or glass 
container and hold to the light. 
See how clear each is. 

2. Smell the samples for pleas- 
ing odors. 

3. Wash with each. Smell the 
lather. 

4. Try them in your dispenser. 
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How will these simple tests 
prove a good soap? The good soap 
will be clear enough to read 
through. Not only the first time 
but periodically for months after 
and under different conditions it 
will remain clear. On storing for 
long periods it will not sour, will 
not settle or become gummy. It 
will dispense beautifully without 
clogging. It will furnish abundant, 
agreeable, fragrant lather accept- 
able to all. In comparing compet- 
ing brands of liquid soap, measure 
the price difference in terms of 
your relations with your help and 
your visitors. Bear in mind that 
people appreciate clean, comfort- 
able washrooms—that good soap 
makes a major contribution to 
comfort. 

The best policy is to purchase 
liquid soap at dispensing strength, 
but many prefer to buy concen- 
trated soaps and dilute them. Un- 
fortunately, the task of diluting 
concentrated soap is often assigned 
to unskilled, unreliable help. Ob- 
viously, it is wasteful when too 
little or too much water is added 
to the soap. Where the manufac- 
turer has gone to the trouble of 
producing clear soap, utilizing only 
zero hardness of water, the addi- 
tion of ordinary tap water usually 
makes it cloudy. Then it is likely 
to develop an objectionable odor 
and to clog the dispensers. Never 
let anyone sell you on the idea 
that they have a concentrated soap 
to be diluted in 10 or 20 parts of 
water. The fact is that concen- 
trated soap should never be dilu- 
ted in more than two or three parts 
of water under ordinary condi- 
tions. 

It should be noted that soap 
powders have their limitations. 
They are not suitable where hu- 
midity makes them cake up so that 
they do not dispense properly. 
Where the public use the facilities, 
experience has shown that they 
may strew the powder about to the 
detriment of the appearance of the 
premises; they cannot do this with 
liquid soaps. Whichever hand soap 
you select, your best bet is to deal 
with a reputable manufacturer 
through a competent service man, 
who will periodically check your 
operation and service your dis- 
pensing equipment. 

In general, the procedure to 


purchase floor soaps will be the 
same. The biggest difference will 
be that the coconut oil based soap 
should be avoided if possible be- 
cause of the difficulty of removing 
the dirt and not the wax from the 
floor, so the product should be 
neutral as we have pointed out be- 
fore. 


SANITARY SUPPLIES 


In the line of sanitary supplies 
we have the germicides, disinfec- 
tants, and deodorants. Actually 
there is little difference between 
modern germicides and disinfec- 
tants for often one serves for the 
other. In practical use today, we 
commonly associate germicides 
with personal hygiene, while we 
think of disinfectants as sanitizers 
of the premises. We dress wounds 
and wash our hands with germi- 
cides and pour disinfectants into 
toilet bowls and garbage cans. 
This in spite of the fact that when 
we wash our hands in germicide 
we disinfect them and when we 
pour disinfectant into the garbage 
can we kill the germs. We are 
further inclined to differentiate 
between germicides and disin- 
fectants by visualizing, incorrectly 
of course, the one as a killer and 
the other as a preventative. 


GERMICIDES 


Among the commonly used ger- 
micides are carbolic acid, glycol, 
formaldehyde and, more recently, 
quaternary ammonium. Among 
the disinfectants are pine oil, coal 
tar, and others. 

Carbolic acid is the standard of 
measure for the germ killing 
power of all germicides and dis- 
infectants. The technical term for 
carbolic acid is phenol. Therefore, 
when we say a germicide or dis- 
infectant has a phenol coefficient of 
5, we mean it has five times the 
germ killing power of pure car- 
bolic acid. Carbolic acid itself, 
however, is little used today as 
either a germicide or a disinfect- 
ant. Derivatives of phenol and 
other mediums are much more 
powerful and less caustic. In ger- 
micides, cresylic acid has been 
popular for years, always used as 
a soap vehicle, and known as cresol 
compound. If properly made, it is 
quickly and completely soluble in 
water, making a clear, amber 
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tinted solution. If it makes a milky 
solution in water it is imperfectly 
made. U.S.P. cresol compound is 
the official preparation approved 
by the government, but stronger 
compounds are permissible and 
generally more popular. The U.S.P. 
formula has a phenol coefficient of 
3, whereas many cresol compounds 
run as high as 5. They are used 
largely for dressing wounds and 
sterilizing instruments. The odor of 
cresol is not pleasant at first but 
one becomes accustomed to it and 
no longer notices it. Because of 
that fact it is preferred in hospitals 
where people remain with it for 
long periods. 

Floral and sweet odors are pleas- 
ing at first, but after a time be- 
come objectionable to many. 
Among the most popular of the 
scented disinfectants—perhaps the 
most popular—is pine oil disinfect- 
ant. To most people the odor of 
pine is pleasant and refreshing 
though too much of it can finally 
become oppressive. Pine oil is a 
powerful disinfectant and since it 
is entirely free of caustic or cor- 
rosive qualities, it is always safe 
to use. It is added in small pro- 
portion to water and if properly 
made forms a milky-white solu- 
tion. Usually it has a phenol co- 
efficient of 5 but sometimes runs 
as high as 8. It is used for all kinds 
of disinfecting purposes, but it 
should be kept away from food- 
stuffs to prevent contaminating the 
flavor. It is not toxic, however. 


DEODORANTS 


Deodorants distinguished 
from germicides and disinfectants 
simply by the fact that they dispel 
or mask unwanted odors without 
exercising any germicidal effect. 
There are deodorants designed to 
nullify other odors without hav- 
ing a decided odor of their own, 
but the more commonly used de- 
odorants are simply masking 
agents, overcoming a disagreeable 
odor with a stronger pleasant one. 
We should remember, however, 
that no one of these sanitary sup- 
plies can do a complete job in it- 
self. There has to be a thorough 
job of cleaning done first to make 
these products most effective. As 
one chemist puts it, “There is a 
question as to whether the daily 
cleaning or the sanitary product 
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really does the cleansing and sani- 
tizing.”’ 

No matter how much we try to 
purchase the supplies according to 
the tests, literature and sales talks, 
we must remember one thing: Be 
practical. What good is the best 
product if your workers won't use 
it correctly? Don’t try to tailor a 
product to fit every situation. Don’t 
be upset if a formula used in an- 
other hospital won't work in yours. 
Don’t forget that the price spent 
on materials is small in compari- 
son to the amount spent on labor 
to apply the materials. 

Make an effort to review your 
problem. Have you given all the 
competitive products a fair trial? 


Are you buying the best your 
budget will allow or are you price 
buying? And just a word there. 
No matter what we buy or what 
we pay, don’t we usually get just 
what we pay for? Are you sure 
that your employees have given 
the product a fair trial and are 
familiar with its application? You 
know best what suits your purpose. 
There is no sure formula for pur- 
chasing these supplies. We can’t be 
right in every decision we make, 
but we can be alert enough to 
profit from the errors we make. 
In this way we can be sure that 
we are doing the best we can for 
our institutions and in turn for our 
patients. 
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Medical gas cylinders 


The first of May marked the 
beginning of the third and final 
phase of the cooperative program 
for eliminating errors in medical 
gas administration, and hospitals 
may expect their anesthetic gas 
suppliers to bring up the subject 
of adapting anesthesia machines 
for the new system. While the 
method of adapting the machines 
varies with the manufacturer, all 
of them are participating in this 
program. 

Beginning last August 1, all 
manufacturers began drilling cyl- 
inder valve stocks as the first step 
in the conversion process. Since 
January 1 of this year, no more 
undrilled cylinders have been 
shipped to hospitals. When the 
third stage is completed, beginning 
this month, hospitals will be ready 
to use the system in its entirety. 

This new system is the result 
of the joint cooperative efforts of 
all the groups concerned, the med- 
ical gas suppliers through the 
Compressed Gas Association, the 
anesthesiologists through their 
society, and the hospitals through 
the American Hospital Association. 

The system is based on the pin- 
and-hole principle, and makes it 


virtually impossible to connect in- 
advertently any but the correct 
cylinder of gas to its correspond- 
ing yoke on the anesthetic ma- 
chine. Each cylinder valve has 
holes bored into it in a definite 
pattern for the particular gas in- 
volved. The yoke of the machine 
has an adapter containing pins 
which match the holes for that 
particular type of gas. When a cyl- 
inder of the wrong type of gas is 
placed onto a machine, the pins 
will not match the holes and a 
connection is impossible. The per- 
son attempting to attach the cyl- 
inder would be aware of the error 
instantly. 

The system provides for eight 
different types of medical gas— 
oxygen, oxygen-carbon dioxide 
mixtures, oxygen-helium mixtures, 
ethylene, nitrous oxide, cyclo-pro- 
pane, helium, and carbon dioxide. 

A field study conducted at Lenox 
Hiil Hospital, New York City, 
turned up no difficulties in using 
the converted equipment. 

Now that the holes have been 
drilled, the only remaining step, 
then, is the installation of the 
adapters containing the pins to 
match the holes. This is a relative- 
ly simple procedure involving only 
a small cost to the hospital. 
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e « « @ truly sensational contribution to nursing efficiency 


The new Aloe Dispensa-cart makes possible a defi- 
nite, yet flexible, medicine dispensing routine that 
eliminates objections commonly noted in the usual 
medicine cart. An oral medicine rack mounted on the 
top has a capacity of 30 medicine glasses or paper cups, 
yet there is generous work surface remaining. Two 
removable hypodermic syringe trays hold 20 syringes in 
individual clips completely free from contact. Attached 
to posts of the frame are three receptacles mounted to 
swing out as needed: a stainless steel tray for discarded 
syringes, stainless steel cotton reservoir, and waste 
receptacle, interchangeable to suit your technic. A 
convenient shelf provides ample space for water pitcher 
and extra supplies. 


a. s. aloe company 0 svssinianes 
1831 Olive Street «+ St. Lovis 3, Missouri 


Los 15 San Francisco 5 New Orleans 12 Minneapolis 4 
1150 S. Flower Se. ® 500 Howard St. © 1425 Tulane Ave. © 927 Portland Ave. 
Kansas City 2 


y 
4128 Broadway 
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Atlanta 3 ‘ Washington, D. C. 5 
492 Peachtree St., N. E. 1501 14th St., N. 


Thus, after complete preliminary preparation of 
medication, with every dose identified by a card im- 
printed with name, room, medication, dosage and 
time, the nurse is ready to accomplish work in a single 
round that would ordinarily occupy the time of several 
nurses for a much longer period. 


The Dispensa-cart has many incidental conveniences 
that speed up the nurses’ work: flashlight, to provide 
light for quiet, bedside use; recessed ball-bearing swiv- 
el casters permit normal stride, pushing or pulling; 
full width handles with rubber bumpers. When you 
install this efficient system, you'll be amazed at the 
saving in nurses’ time alone. 


A. S. Aloe Company 


tion and specifications of Aloe Dispensa-cart. 


Send your illustrated folder with complete descrip- 


Address 

City State 
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toilet articles, and other patient 
needs. Made of smooth vitreous 


Dial-ese controls. 


Dial-ese faucet. 


Announcing a New Crane Patient Lavatory 
that may help to solve your nursing shortage 


Anything that can save a nurse time and effort 
means a direct gain in a hospital’s nurse-power. 
And Crane’s new Hygiene Room Lavatory is 
specially designed to do this. 


Installed in patients’ rooms, the new Hygiene 
Lavatory brings water to the nurse , .. where she 
needs it. And it serves as a standing invitation to 
the convalescent patient to take care of himself, 
to be washed and ready for the mealtime tray. 


This is the only lavatory especially designed 
for hospital patients’ use. It can be placed either 
in a corner of the patient’s room or bathroom, or 
along the wall. And it has a shelf—on either the 


CRANE 


right or left side of the basin—for pitchers, vases, 
glasses and the like. 


Filling of pitchers and vases is made easy by a 
high, gooseneck water spout. And because the 
faucet controls are Crane Dial-ese, they are easily 
operated even by patients without full strength 
in wrists and fingers... saving time for nurses 
and water for you. 


Dial-ese controls are standard with Crane’s 
complete line of new hospital equipment. Your 
Crane Hospital Catalog has all details. If this 
new catalog is not yet in your hands, ask your 
Crane Branch or Crane Wholesaler. 


Makes maintenance easy. This 
Dial-ese cartridge contains all 
wear-subjected parts of Crane's 
Dial-ese faucet control. Can be 
slipped out of faucet and replac- 
ed in seconds. Fits any Crane 


G 


New Hygiene Lavatory for patients : 
has integral shelf for water pitcher, _ 


china and fitted with wrist-action _ 


GENERAL OFFICES: 836 SOUTH MICHIGAN AVE., CHICAGO 5 
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NEERING and MAINTENANC 


Basic facts concerning the varied 


aspects of floor maintenance 


T. HEWSON LYNCH JR. 


EGARDING THE CARE and clean- 
R ing of floors, it is best to 
know exactly how many types of 
floors we are concerned with in 
day-to-day operations. First there 
is the concrete floor, painted and 
unpainted; next, terrazzo, marble, 
travertine and the hard tile floors, 
classified as hard floors. 

In the soft floor category there 
are cork, linoleum, wood, rubber 
tile, asphalt tile, and the new vinyl 
or plastic tile. In this category, too, 
must go carpets and rugs. 


CONCRETE FLOORS 


The usual method of cleaning 
concrete floors is to scrub them 
periodically with warm water and 
soap or with a scrubbing powder. 
Ordinarily a neutral soap is rec- 
ommended, inasmuch as the extra 
soap content enters any pores in 
the concrete, filling them and pre- 
venting the entrance of traffic dirt. 

This traffic dirt is sometimes 
mistaken for dusting of the con- 
crete floors. The presence of dirt 
deep in the pores makes it very 
difficult to get out by cleaning but 
the subsequent raising of this fine 
dirt makes it appear that the con- 
crete has disintegrated. If a previ- 
ous finish has been used to fill up 
the pores and presents an espe- 
cially smooth, even finish, ordi- 
narily it would not be necessary 
to scrub the floors oftener than 
once a week. The _ intervening 
cleaning is accomplished by a reg- 
ular bristle broom. 


TERRAZZO FLOORS 


Terrazzo combines the dura- 
bility of marble with the strength 
and economy of concrete. It is 
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made primarily of marble or gran- 
ite chips mixed with cement and is 
installed either by the pouring 
method or in pre-cast slabs. In 
cleaning terrazzo floors caution 
must be exercised at all times as 
this type of floor may be excep- 
tionally slippery when dirty or 
wet. A _ strict cleaning routine, 
therefore, is essential for safety. 

Soaps are not generally used on 
these floors, owing to the tendency 
to build up slippery films, espe- 
cially if the water is not soft or 
the rinsing has not been thorough. 
This does not mean that soap could 
not be used occasionally if the floor 
is properly rinsed afterward. 

These floors do not necessarily 
require any finish—#in fact, their 
stony surface will not absorb a 
finish, as would linoleum or any 
soft composition floor. Varnish, 
seals and paint are practically im- 
possible to use although some 
manufacturers may recommend 
them. Wax may be used in a few 
cases where it is desired. In most 
cases, however, it is recommended 
that no finish be applied, since its 
application usually makes a floor 
more slippery and is a needless 
expense. 

Terrazzo floors are lower in re- 
sistance to acids and alkalies, 
therefore great care should be 
taken that they are rinsed prop- 
erly. The regular maintenance rou- 
tine for terrazzo floors is as fol- 
lows: 

1. Clean off loose dirt with a soft 
floor brush or vacuum cleaner. 


Mr. Lynch is manager of the Pere Mar- 
quette Building, New Orleans. This paper 
was presented at the American a 
Association's Housekeeping Institute, 
1-5, 1952, in New Orleans. 


2. Mop with hot water using 
washing powder (2 ounces per gal- 
lon of water), trisodium phosphate, 
or sodium metasilicate (‘4% ounce 
per gallon of water). Rinse thor- 
oughly. 

Badly soiled or slippery areas 
on the floor should be scrubbed 
with a machine, using hot water 
and sodium metasilicate (34% to 4 
ounces or a handful per gallon) 
mixed with a wetting agent (1 
ounce per gallon). An abrasive 
powder may be added if needed. 
Rinse thoroughly and wipe with a 
mop or cloth. 


HARD TILE FLOORS 


The materials employed for hard 
tile floors are made from different 
grades of clay, marble, slate, glass 
and flint. Many varieties of hard 
tile are marketed under various 
trade names and are fabricated 
with different materials and by 
different processes. All tiles are 
either vitreous or semi-vitreous, 
depending on the nature of their 
raw material and color ingredients. 

The maintenance routine of hard 
tile floors is similar to that used for 
terrazzo, however water should 
never be left standing on the floor 
as it might loosen the cement that 
holds the tile in place. 


MARBLE AND TRAVERTINE 


Marble is a natural stone that is 
sufficiently close-textured to take 
and retain a polished face. The 
presence of impurities causes an 
endless variety of colors, veinings, 
moltings, and shadings. Traver- 
tines, a form of marble, are either 
precipitations of lime from hot 
springs or deposits of lime by ac- 
tion of cold water on the roof, 
walls, or floors of limestone 
caverns, 

Marble floors offer unusual pos- 
sibilities for durability, beauty, 
depth of color and dignity. They 
are used principally for entrances 
to buildings and corridors. Extreme 
caution must be taken that no in- 
jury will result from the frequent 
use of alkaline salts on marble 
floors because of the salts crystal- 
lizing in the pores. Injury may also 
result from injudicious use of harsh 
grits. The usual type of grit em- 
ployed in trade cleaning prepara- 
tions is not appreciably injurious 
to marble floors. Polished marble 
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should rarely be cleaned with 
preparations containing a scour- 
ing or abrasive which is harder 
than marble. 

Care should be taken that an 
abrasive is used that has been ap- 
proved for use on marble. Acids 
dissolve marble, and even the use 
of such weak acids as oxalic acid 
will prove injurious, 

The regular maintenance rou- 
tine for marble and travertine 
floors is as follows: 

1. Clean off loose dirt with soft 
floor brush or vacuum cleaner. 

2. Mop as necessary, using hot 
or lukewarm water. Use water 
sparingly and wipe the floor dry to 
avoid seepage under the floor. 

Should the floor become dirty in 
spite of this routine, mop or scrub 
with floor machine, using a solu- 
tion of mild or neutral soap. Soap 
has been found objectionable for 
use on marble in certain instances; 
however, tests have shown soap to 
be the safest cleaner for general 
service. 

It is seldom necessary to use a 
cleaning preparation of the abra- 
sive or scouring type on marble 
floors. A preparation consisting of 
90 per cent powdered soapstone 
and 10 per cent powder is effective. 
This composition can be used on 
polished marble without appre- 
ciable injury. 

Stains which have penetrated 
the marble usually have to be re- 
moved by means of a _ poultice 
treatment. Methods have been 
found for eradicating practically 
all of the common stains occurring 
on interior marble. Javelle water 
and ammonia water will remove 
some simple stains. Clear water 
should follow their use to avoid 
discoloration. 

In no case should these floors or 
any other floors be subject to the 
careless use of grease, oils, paint 
and other staining agents. The ut- 
most care must be used in prevent- 
ing a slip hazard which exists dur- 
ing the period when these floors 
are being cleaned and people are 
walking in the area adjacent to or 
on that which is being cleaned. 

On floors where there isn’t a 
cove type base, the dirt which 
forms in the cracks or crevices of 
the right angles will have to be 
removed at short intervals as this 
dirt can build up and give the en- 
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tire floor an unsightly appearance. 

We have found that the use of 
the alcohol base disinfectants over 
a period of years has also proved 
less costly than pine oil disin- 
fectants and we have also noted a 
definite improvement in the ap- 
pearance of our marble corridor 
floors and the ceramic tile floors in 
our rest rooms. 


SOFT FINISH FLOORS 


It is in the category of the soft 
finish floors that we are confronted 
with the most problems in floor 
maintenance, namely, appearance, 
slip hazard, cleaning and mainte- 
nance. The greatest soft floor 
maintenance problems are defi- 
nitely in the rubber, asphalt and 
vinyl plastic tile coverings. Due to 
this we will only touch briefly on 
the other floor finishes in this 
category. 


CORK FLOOR COVERING 


Cork carpet and cork tile have 
unusual qualities of resiliency. 
They are both quiet and comfort- 
able underfoot. Cork tile is made 
from pure cork shavings com- 
pressed in molds and baked. The 
natural gum of the cork, liquefied 
by great heat and pressure, forms 
sufficient binder so that in most 
cases no filler or other material is 
added. 

Cork carpet is composed of the 
same materials as_ linoleum— 
ground cork, linseed oil, gum, and 
burlap—but much coarser. Cork 
composition tile resembles lino- 
leum, but is more dense and less 
absorbent than the untreated bat- 
tleship linoleum. 

Since a _ preservative and an 
easily maintained finish is difficult 
to obtain and since frequent scrub- 
bing with water is rather hard on 
all these types of material, cork 
floors are best adapted to places 
such as libraries, when a soft, quiet 
floor is desired yet where heavy 
traffic and dirt are not everyday 
problems. 

Only a small area of flooring 
should be washed at one time, and 
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it should be thoroughly rinsed with 
clean water and wiped dry with a 
mop or cloth. Water should not be 
left on the floor. Precautions should 
be taken that furniture sitting on 
cork floors be fitted with protective 
casters or glides to prevent goug- 
ing the surface. 

The regular maintenance rou- 
tine for natural cork floors is as 
follows: 

1. Clean off loose dirt with a soft 
floor brush or vacuum cleaner. 

2. Buff or polish entire surface 
with a soft felt pad, using a floor- 
polishing brush or preferably a 
polishing machine. Keep the felt 
pad clean. 

Should the floor become dirty 
in spite of this routine, mop with 
a lukewarm, soapy solution made 
with a mild or neutral soap and 
clean soft water. A separate con- 
tainer of clean, lukewarm soft wa- 
ter and a separate mop should be 
used for rinsing. Change water 
frequently. 


LINOLEUM FLOOR COVERING 


Linoleum is a combination of 
ground cork, wood flour, linseed 
oil, gums, and coloring pigments, 
pressed on a burlap foundation. 

The two main classifications are 
inlaid linoleum, on which colors 
and patterns are an integral part 
of the material, going clear through 
to the base, and printed linoleum, 
on which the pattern is printed on 
the surface with oil paints. Lino- 
leum offers quietness, resiliency, 
and durability. The “battleship’’ 
type is especially durable. 

Preparations containing free al- 
kali or abrasives should not be 
used indiscriminately. These prep- 
arations will injure the covering, 
dull the color, and dry out the oils 
which help preserve the linoleum. 
The surface of linoleum should not 
be flooded with water, since any 
water which seeps through the 
edges or seams may affect the 
cementing material and may cause 
the burlap backing to mildew or 
rot. 

Floor oils and sweeping com- 
pounds containing oil should not be 
used on a linoleum, as these ma- 
terials may leave a film of oil on 
the surface to collect dust and dirt. 

Since linoleum is a resilient-type 
floor material, precautions should 
be taken to see that furniture is 
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Staff members, 


The importance’ of quiet to patients, 
of course, is universally recognized. 
Often overlooked, however, is the fact 
that quiet is equally important to hos- 
pital personnel. Unchecked noise in 
the “working areas" handicaps doctors, 
nurses, technicians and others. It dis- 
turbs and distracts, hinders concentra- 
tion, impairs efficiency. 
Low-Cost Answer 

The solution, scores of hospitals have 
found, is economical Acousti-Celotex 
Sound Conditioning. In laboratories, 
operating and delivery rooms, kitchens 
and utility rooms, a sound-absorbing 
ceiling of Acousti-Celotex Tile checks 
noise, brings restful quiet conducive to 
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improved working efhciency. In nurs- 
eries, wards, private rooms, corridors, 
and lobbies, it brings the benefits of 
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DOUBLE-DENSITY— As the diagram 
shows, Acousti-Celotex Tile has two densi- 
ties. High density face, for a more attractive 
finish, superior washability, easy paint- 
ability. Low density through remainder of 
tile, for controlled sound- absorption valve. 


REGISTERED 


Products for Every Sound Conditioning Problem —The Celotex Corporation, 120 S. La Salle St. 
Chicago 3, Illinois «+ in Canada: Dominion Sound Equipments, Lid., Montreal, Quebec 


An interesting installation of Acousti-Celotex Tile with recessed indirect lighting. 
Chemistry Laboratory, Bryn Mawr Hospital, Bryn Mowr, Pa. 


foo, need QUIET COMFORT 


soothing, healing quiet to patients. 


Easy Maintenance 
Acousti-Celotex Tile is easily installed, 
requires no special maintenance. Its 
unique double-density feature (see dia- 
gram) provides high sound-absorption 
value plus a surtace of remarkable 
beauty and washability. Can be washed 
repeatedly and painted repeatedly with no 
loss of sound-absorbing efficiency. 


MAIL COUPON for a Sound Conditioning 
Survey Chart that will bring you a free 
analysis of the noise problem in your 
hospital, plus a factual free booklet, 
‘The Quiet Hospital." No obligation. 


U.S. PAT. OFF. 


— Mail Today 


The Celotex Corporation, Dept. F-53 
120 S. La Salle St., Chicage 3, lilinois 


Without cost or obligation, send me the Acousti- 
Celotex Sound Conditioning Survey Chart, and 


your booklet, “The Quiet Hospital.” 


Nome Title 
Address 
City CO 
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equipped with broad-bearing sur- 
faces to prevent gouging and dent- 
ing of the floor. 

The regular maintenance rou- 
tine for cleaning linoleum is as 
follows: 

1. Clean off loose dirt from floor 
with a soft floor brush or a vacuum 
cleaner. 

2. Mop as necessary with a mop 
dampened with clear cold water. 
This mopping will not remove the 
wax, 

Should the floor become dirty in 
spite of this treatment, mop or 
scrub with floor machine, using a 
lukewarm solution of a mild or 
neutral soap, or occasionally a mild 
abrasive cleaner. Rinse with wa- 
ter, being careful not to use too 
much. Wipe surface dry with mops 
or cloth. 

Stains may require a mild abra- 
sive. In case of a very severe stain, 
it may be necessary to use sand- 
paper, steel wool, or a scraper. The 
spot should then. be polished with 
a very fine sandpaper. Grease stains 
and chewing gum can be removed 
with benzine or naphtha. 

For proper maintenance, the 
clean, dry linoleum should be 
waxed and polished (unless no 
waxing is specified due to slip haz- 
ard). If kept properly waxed, 
scrubbing is seldom necessary in 
the maintenance of good linoleum. 

A one-color linoleum that is 
faded can be restored fairly well 
with a regular solvent type liquid 
floor wax containing aniline dye. 
It is applied easily, just like any 
other liquid wax and then is buffed 
to a polish when dry. 

In refinishing the surface of lino- 
leum floors subjected to much wear, 
they should be given one or two 
coats of a seal. Be sure that all the 
wax is removed and the floor is 
completely dry before applying the 
seal. Do not refinish linoleum ex- 
cept as a last resort when the lino- 
leum is damaged beyond repair. 
Many seals become slightly yellow 
after aging. If this discoloration is 
not desired, care should be taken in 
the selection of a material that will 
not discolor. Do not use shellac or 
lacquer on linoleum as these mate- 
rials tend to dry the linoleum and 
make it crack. 


WOOD FLOORS 
About a dozen woods are regu- 
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larly used as flooring. Among these 
are four hardwoods, namely oak, 
maple, beech and birch. The rest 
are softwoods, comprising south- 
ern pine, douglas fir, western larch, 
redwood, western red cedar, and 
southern cypress. In general, hard- 
woods make better floors than do 
softwoods. They are harder, wear 
more uniformly, are less liable to 
sliver, take a better finish, and are 
more attractive in appearance. 
Hardwood floors are more expen- 
sive than softwood floors. 

Removing old finishes from wood 
floors and refinishing the floors is 
hard work. In most cases, it is more 
satisfactory and economical to have 
this work done by an expert who 
knows how to treat different 
woods. Assuming that you may 
wish to do the work yourself, how- 
ever, the following methods are 
recommended: 

If floor oil has been used, most 
of the oil can be removed by wet- 
ting approximately 100 square feet 
of the floor using a mop and hot 
water. Sprinkle the spot liberally 
with 1 part powdered soap and 3 
parts trisodium phosphate. A syn- 
thetic detergent may also be added 
if desired. Scrub with a scrubbing 
machine and stiff brush using only 
as much water as may be needed to 
form an emulsion and float the oil 
to the surface. As the oil is loosened 
and comes to the top, it may be re- 
moved with a squeegee and mop. 

The area is then rinsed with 
clear water and mopped as dry as 
possible. The whole floor is then 
similarly treated. After complete 
treatment, allow the floor to dry 
for at least 24 hours and then ma- 
chine-sand it. Clean the floor of all 
dust and dirt and then apply the 
sealer. All open-grain flooring such 
as oak should be treated with a 
wood filler before the application 
of the sealer. 

If varnish or paint has been used, 
it can be removed by machine 
sanding, scraping, planing, or by 
applying a paint and varnish re- 
mover. Sanding or scraping and 
planing is necessary if the floor 
has been stained. 

The use of paint and varnish re- 
movers must be done carefully so 
as not to damage the finish on 
baseboards and moldings or to 
stain the floor itself. The commer- 
cial non-inflammable organic-sol- 


vent type of paint and varnish re- 
movers are satisfactory for this 
purpose. 

Caustic soda or household lye 
solutions are also used for remov- 
ing paint and varnish, but should 
not be used on oak floors. Contact 
of these solutions with the skin or 
clothing should be avoided. They 
should always be handled with ex- 
treme care. Rubber gloves should 
be worn. Best results will be ob- 
tained if the caustic soda is mixed 
with a starch solution. This mix- 
ture is applied to the floor while 
hot, using a cotton swab, a fiber 
(not bristle) brush or a long- 
handled scrubbing brush. After a 
few minutes the softened paint or 
varnish may be scraped or rubbed 


_ off. Rinse the floor several times 


with clean water, allow to dry 
thoroughly, sandpaper or rub 
smooth and dust before it is re- 
finished. Strong, hot solutions of 
trisodium phosphate (2 or 3 pounds 
to one gallon of water) are also 
used for removing paint and var- 
nish. This solution is safer to use 
than the caustic soda solution. 

If shellac varnish alone has been 
usedi on a floor, it can be removed 


_ by flooding a small area at a time 


with denatured alcohol and, after 
a few minutes, rubbing with steel 
wool or scraping. 

In refinishing an old wood floor, 
it is first made as tight, level, and 
smooth as possible. If necessary 
plane, sandpaper, or rub down 
with steel wool. Then scrub the 
wood with hot water and soap or 
trisodium phosphate and rinse with 
clear water. If the wood is badly 
stained, spread a bleach solution 
made by dissolving a teaspoon of 
oxalic acid (poison) in a cup of 
hot water over the floor and let the 
solution stand overnight. Then 
thoroughly rinse the floor with 
clear water to remove all the 
bleach and let dry. 

After thoroughly drying, close- 
grained wood floors, such as maple 
or pine may be stained, varnished 
or shellacked. If the wood has an 
open grain, such as oak, it should 
be first filled with a paste wood 
filler before staining. 

Wax may be applied directly to 
filled or unfilled wood. More wax 
and more labor is required, but 
the finish is likely to be more 
durable. Floors finished in this 
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This huge new plant emphasizes Ludman's proven 
window engineering leadership, and provides facilities 
for research, design, AND PRODUCTION .. . without equal. 


LUDMAN CORPORATION is especially grateful to 

those men of medicine ...and the architects and builders 
of hospitals ... who, for so long a time, insisted 

a window could be made which would meet all modern 
hospital requirements. Their immediate acceptance of 
Auto-Lok as the ideal hospital window has been 

greatly responsible for the building of this great new plant. 


AUTO-LOK answers all hospital requirements 
... today's hospitals can have window walls 
of light with ventilation controlled to 

patients’ needs fe which close ten times tighter 
than génerally accepted standards ‘to 


reduce heating and air conditioning costs. WORLD'S LARGEST PLANT 


MANUFACTURING 
AWNING WINDOWS AND JALOUSIES 


Easiest maintenance. All glass can be 
cleaned from inside, top vents, too. 
Guaranteed for a lifetime of trouble-free 
service. One hand, feather-touch operation. 


Select the only hospital windows of today 


which meet the demands of the future! LUD 


Write us for complete information BOX 4541, DEPT. H-5, MIAMI, FLORIDA 


LUODMAN LEADS THE wortuo IN window ENGINEERING 
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way often darken more readily 


than if the wax is applied over a 
thin coat of shellac or varnish. 

The regular maintenance sched- 
ule for wood floors is as follows: 

1. Clean off loose dirt with a 
soft brush or vacuum cleaner. 

2. Dry-mop with soft cotton 
mop barely dampened with a mix- 
ture of three parts of kerosene and 
one part of paraffin. When the mop 
becomes dirty, it should be washed 
in hot soap and water and again 
dampened with the mixture of 
kerosene and paraffin. Trade prep- 
arations may also be used. 

3. If the floor is waxed, traffic 
will scuff and mar the wax surface 
after a short period. Buffing will 
restore the luster and will delay 
the necessity of cleaning the floor. 
If desired, add wax to the floor. 


CARPETS AND RUGS 


Since there are so many different 
types of carpets and rugs and, un- 
doubtedly, hospitals have only a 
few small areas where they are 
used as floor coverings, it is best 
not to devote a great deal of time 
to this subject as present cleaning 
methods will suffice. I can only 
recommend that carpets and rugs 
be sent to a reliable cleaner 
periodically. 


ASPHALT TILE 


Asphalt tiles are resilient in- 
sofar as light traffic scars may be- 
come sealed over due to cold flow 
of the material. This type of floor 
also absorbs a certain amount of 
sound. There have been consistent 
developments of this type of floor 
and many former drawbacks have 
been eliminated. When properly 
installed and maintained, these 
floors are comparatively inexpen- 
sive and satisfactory. 

Any necessary alterations or re- 
pairs to asphalt tile floors may be 
made by replacing the affected tiles 
without disturbing the rest of the 
floor. Since this type of floor is 
resilient, great care should be 
taken that furniture is equipped 
with broad-bearing surfaces to 
prevent! gouging and denting of 
the floor. 

A close examination of your 
asphalt tile flooring in its present 
condition will undoubtedly reveal 
that the original appearance of the 
tile has disappeared due to the ac- 
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cumulation of dirt and wax in the 
non-traffic areas such as corners, 
baseboards, under desks, beds, 
chairs and other objects. If you will 
take a penknife and scrape an area 
approximately the size of a play- 
ing card, you will usually be sur- 
prised at the accumulation of dirt 
and wax which you will find. 

Intensive and proper training of 
a cleaning and waxing crew to 
perform their job daily and close 
supervision of this crew will re- 
sult in better kept flooring. 

In developing this method you 
must always remember that even 
after you have attained a clean and 
polished floor, you have possibly 
inherited a slip hazard. This brings 
us to one of the most controversial 
subjects in regards to waxing 
floors. It is of such importance to- 
day that numerous insurance com- 
panies have definitely specified a 
certain make of wax to be used by 
their clients. 

In applying wax, care must be 
taken that the floor is clean and 
dry, then the wax should be ap- 
plied in one thin coat as this will 
allow for a harder finish. You will 
find that this is much more serv- 
iceable than one heavy coat, which 
in all probability will remain sticky 
or tacky. Buffing, of course, will 
present a nicer finish as well as 
lend to the protective value. Wax- 
ing of asphalt tile although im- 
portant in itself, in my estimation, 
does not represent the most vital 
part in the maintenance operation. 
The proper cleaning of asphalt tile, 
which has been neglected over a 
period of time is one of the most 
difficult problems and initially ex- 
pensive operations. If the scraping 
test, mentioned earlier, discloses 
that floors have acquired a build- 
up of dirt and wax, it may be 
necessary in some cases to flood 
this area with water and an extra 
strong solution of neutral floor 
cleaner. 

After this wetting has been al- 
lowed to stand for some 10 to 15 
minutes, the accumulation § will 
take on a milky appearance and it 
is possible that by using a si:rub- 
bing brush on the floor polishing 
machine, that this accumulation 
may be removed. If this operation 
does not prove successful, then it 
may be necessary to hand scrape 
the affected areas by using a putty 


knife. This operation should not 
be repeated more than once every 
18 months as it will cause serious 
injury to the asphalt tile and the 
cement which binds it to the floor. 

Before waxing, the area _ so 
treated should be given numerous 
rinsings with clean water and al- 
lowed ample time to dry. The dry- 
ing time may be expedited by the 
use of electric fans. It would be 
wise not to take this cleaning pro- 
cedure too lightly. Although in the 
initial cleanup program it will 
appear that the progress is slow, 


if the other uncleaned floor areas 


are neglected, their appearance 
will not become worse and you 
will at least accomplish the job 
over a period of time. Even after 
this is accomplished you will find 
that the work has just begun. 

Daily maintenance of asphalt 
tile is most important in that it 
will determine the frequency of 
the cleaning treatments that 
should be given to floors. From ex- 
perience we have learned that it 
is best to sweep clean with a hair 
broom and then mop the floor with 
clean water daily. Once again it 
should be stressed that the quan- 
tity of clean water is unlimited and 
the results that will be attained 
will only be through your efforts 
to see that your personnel change 
their mopping water frequently. 

If this is done, buffing will give 
the floor a neat and well polished 
appearance for approximately 45 
to 90 days in those areas which do 
not serve as traffic-ways. In cor- 
ridors and other traffic-ways, it is 
recommended that in your daily 
mopping you use a small amount 
of neutral floor cleaner in order to 
remove the accumulated dirt and 
grit and determine from your own 
experience when the areas from 
which the wax is worn should re- 
ceive an additional light coat of 
new wax. 

It is quite possible that two or 
three times a week you may be re- 
quired to wax these traffic-ways 
with wax cut with water and ap- 
plied in a thin coat. 

The periodic removal of wax 
can be accomplished by using the 
recommended portions of neutral 
soap cleaner and water and allow- 
ing this to stand until the old wax 
is loosened sufficiently to be 
scrubbed off with a straw broom 
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To provide greater comfort and safety for patients, the Com- 
munity Health Center, Coldwater, Mich., has been completely 
equipped with Rusco Self-Storing Combination Windows. 


— 


SPECIFY AMERICAS MOST MODERN WINDOWS...RUSCO! 


CHECK THESE IMPORTANT 
RUSCO ADVANTAGES: 


jy _ Exclusive Magicpanel? year’round 
rainproof, draft-free, filtered-screen 
ventilation. 


FOR NEW CONSTRUCTION 


Specify: THE RUSCO 
PRIME WINDOW 


A completely pre-assembled window 
unit containing glass, screen, weather- 
stripping, insulating sash (optional) 
and wood or metal surround. Comes 
fully assembled, factory-painted, ready 
to install. Makes big savings in time 
and labor. 


jy Built-in waterproofed felt weather- 
stripping makes Rusco Windows 
completely weathertight. 


j4@ Positive automatic locking in all 
open and closed positions. 


FOR MODERNIZING 
EXISTING BUILDINGS 


Specify: RUSCO SELF-STORING 
COMBINATION WINDOWS 


Installed without any alteration to 
present windows. Completely weather- 
proofs window opening. Provides rain- 
proof, draft-free, filtered-screen venti- 
lation in every kind of weather. The 
world’s best-accepted combination win- 
dow —over 9,000,000 already installed. 


Smooth, effortless operation. Rusco 
Windows are precision-built. Sash 
sections slide up and down in a 
felt cushion — easily, quietly, with- 
out effort. 


A FEW OF THE HOSPITALS USING RUSCO 
PRODUCTS INCLUDE: 

Mercer Cottage Hospital, Mercer, Pa. + The 
Huntington County Hospital, Huntington, \ Made of triple-protected galvanized 
Ind. * Tecumseh Hospital, Tecumseh, Neb. steel for strength and minimum 
St. Elizabeth’s Hospital, Youngstown, Ohio maintenance requirements. Zine- 


Nantucket College Hospital, Nantucket, 
Mass. * Mercy Hospital, Auburn, New York treated, bonderized and finished 
with baked-on outdoor enamel. 


* New England Hospital for Women and 
Children, Roxbury, Mass. + Newport Naval pi 
Hospital, Newport, Rhode Island * Valley j@ Glass panels removable from inside 
View Sanatorium, Haledon, New Jersey. for easy, safe cleaning. 


Dept. HS-53 Cleveland 1, Obie 
in Canede: Toronto 13, Onteric 


Ruree HE F.C. RUSSELL COMPAN 
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or mop. After the floor has been 
rinsed and dried it is ready for a 
thin coat of wax which should 
serve the purpose. 

The use of mats at entrance- 
ways is strongly recommended in- 
asmuch as it will eliminate dirt 
and grit from the outside. 

The treatment of rubber and 
plastic tile floors is similar to that 


recommended for asphalt tile, but 
extra precautions should be taken 
in the cleaning of rubber tile in 
that you do not flood the area to 


the extent which would be done 


when cleaning asphalt tile and 
that you determine definitely the 
amount of neutral floor cleaner 
that should be used in order to 
avoid excessive bleeding of the tile. 


All-purpose vacuum cleaner 


AN all-purpose cleaner for boil- 
ers and for wet and dry pickup 
has recently been introduced 
(5E-1).* 

In furnace work it is capable 
for cleaning both large and small 
tubular boilers and large sectional 
boilers. In this type of operation, 
it is connected by flexible steel 
coupling to a 25% gallon heavy 
gauge corrugated, galvanized steel 
can fitted with a special airtight 
top. As the long, rotary worm-type 
brush and suction loosen the soot 
in the boiler tubes, it is sucked into 
the auxiliary can for easy disposal. 
The vacuum unit is designed for 
the heaviest jobs. Without the 
auxiliary equipment, it is a wet 
and dry pickup for all-around 
maintenance work. 


It is powered by a % horse- 
power bypass motor which de- 
velops 70 inches of water-lift 
vacuum. The bypass feature en- 
ables the unit to run for hours 
without overheating, since it does 
not depend upon exhaust air to 
keep it cool. According to the man- 
ufacturer, the unit never requires 
oil or grease. 

It rolls easily on 3-inch ball- 
bearing rubber-tired wheels and 
weighs only 54 pounds. 
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Conductive floor wax 


Maintenance of conductive floor- 
ing in anesthetising and surgical 
areas may be greatly simplified by 
the introduction of a new conduc- 
tive floor wax (5E-2).* The avail- 
ability of such a wax has just been 
announced. 

The manufacturer states that 
this new water-emulsion conduc- 
tive wax is identical in appearance 
to the company’s regular floor 
wax. It is easily applied, is said to 
be bright drying and non-slip- 
pery. 

One application, the manufac- 
turer says, should last months un- 
der normal traffic conditions if 
properly maintained. That dura- 


' bility would not necessarily be an 


important prerequisite for use in 
the surgical areas, of course, since 
repeated scrubbings of the floor 
surface are common procedure. 

Hospitals using the new wax 
probably will wish to make sev- 
eral test applications to determine 
the most effective handling of this 
new product. The company’s sales 
representatives will be capable 
of providing additional use sugges- 
tions. 

It is likely also that may hos- 
pitals will find it advantageous to 
use this conductive wax through- 
out the surgical and neighboring 
areas. One of the greatest poten- 
tial hazards in the static-control 
program is that operating room 
personnel unwittingly insulate 
themselves from the common con- 
ductive link—the conductive floor 
—because they have permitted an 
accumulation of dirt and regular 
floor wax on their conductive 


shoe soles. That film will insulate 
them and thus make them po- 
tential static electricity reservoirs 
capable of producing death-deal- 
ing electric sparks. 

Because so many hospitals now 
have or are installing conductive 
floors in operating rooms, delivery 
rooms and other areas where com- 
bustible anesthetic gases are used, 
this is an ideal time to review 
control programs relative to prop- 
er safety practices in those areas. 

Some key questions: (1) Are 
there written regulations and in- 
spections covering the types of 
clothing and footwear that may 
be worn in the area; (2) have 
maintenance personnel received 
adequate instructions on the main- 
tenance of floor surfaces and the 
cleaning of the conductive rubber 
casters, drag chains and other de- 
vices that ground equipment to 
the conductive floor; (3) is there 
a program calling for periodic 
testing of the floor’s conductivity; 
(4) are electrical wires and devices 
frequently inspected and tested to 
make certain that normal wear 
or abuse have not covered them 
into spark-producing hazards; 
(5) is unauthorized portable equip- 
ment being brought into the an- 
esthetising areas; (6) has the en- 
tire program of control been re- 
viewed during medical staff, nurs- 
ing staff and department head 
meetings within recent months. 

Two quickly read references 
which provide review material 
are: (1) “New Recommendations 
for the Control of Operating Room 
Explosion Hazards,” reprint 
from the December 1949 issue of 
HOSPITALS, and (2) “A New Build- 
It-Yourself Conductive Shoe Test- 
er,” reprinted from the November 
1950 issue of HOSPITALS. Copies of 
the official recommendations, “‘NF- 
PA 56—Recommended Safe Prac- 
tice for Hospital Operating Rooms,”’ 
are invaluable though technical. 
A limited number of these reprints 
are available at no cost to the 
reader and may be requested from 
this magazine. 


*Readers desiring to know the names of 
the firms manufacturing or distributing 
the preeace described should address in- 
quiries to Hosprtats, Editorial Department, 
18 E. Division Street, Chicago 10. For con- 
venience, list the code numbers that fol- 
low the items about which information 
is requested. 
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Optimum i ty 


Ublled in the history of X-Ray, 
Keleket provide X-Ray Therapy Unit. Ultra- 
modern and cc ' » in every respect, | apparatus is designed 
specifically for intermediate thera It permits continuous operation 
at the maximy Lo 250 kilovolts constant potential at 15 milliamperes 
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X-RAY CORPORATION 


KELLEY-KOETT... THE OLDEST NAME IN X-RAY 
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BERNARD F. CARR, assistant 
administrator of the Indiana 
University Medical Center, Indi- 
anapolis, resigned to become su- 
perintendent of the Altoona (Pa.) 
Hospital. Mr. Carr replaces ROBERT 
L. GILL who resigned some time 
ago. 

He has served the Indiana Uni- 
versity Medical Center as admin- 
istrative resident, administrative 
assistant and as assistant adminis- 
trator. 

Mr. Carr holds degrees from the 
Rockland (N. Y.) State Hospital 
School of Nursing, New York Uni- 
versity and the University of 
Chicago. 


ORVILLE L. FERRELL, assistant 
administrator of the St. Agnes 
Hospital, Raleigh, N. C., has re- 
signed his position to become ad- 
ministrator of the Rowan Memorial 
Hospital, Salisbury, N. C. 

Mr. Ferrell is a graduate of 
Marshall College, Huntington, W. 
Va., with a degree in business ad- 
ministration. 


STACY JOHNSON, former assistant 
administrator of the East Tennes- 
see Baptist Hospital in Knoxville, 
has been appointed administrator 
of the Memorial Hospital, Clarks- 
ville, Tenn. He formerly served as 
purchasing agent of the Children’s 
Hospital, Washington, D. C. 

A graduate of the University of 
North Carolina’s course in business 
administration, Mr. Johnson re- 
ceived his master’s degree in hos- 
pital administration from the Uni- 
versity of Toronto. He served his 
administrative residency at the 
East Tennessee Baptist Hospital. 


JOSEPH J. HAYES JR. recently be- 
came comptroller and assistant ad- 
ministrator vf the Hahnemann 
Medical College and _ Hospital, 
Philadelphia. 

Since March 1950 Mr. Hayes was 
assistant administrator of the 
Women’s Medical College Hospital, 
Philadelphia. 
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Scott WHITCHER has retired as 
the director of St. Luke’s Hospital, 
New Bedford, Mass. after more 


MR. SIMMONS MR. JAMES 


than 28 years of service with the 
hospital. From 1924 to 1946 he 
served as superintendent of the 
hospital and in 1947 he became 
director. ROBERT P. SIMMONS has 
succeeded Mr. Whitcher as director 
and REESE E. JAMES has been ap- 
pointed assistant director. 

Active in the hospital field for 
44 years, Mr. Whitcher has served 
as president and vice-president of 
the New England Hospital Assem- 
bly and as vice-president of the 
American College of Hospital Ad- 
ministrators. 

Before coming to St. Luke's, 
Mr. Whitcher was assistant super- 
intendent of Children’s Hospital, 
Boston, and of the New Haven 
(Conn.) Hospital. He is a member 
of the American Hospital Associa- 
tion and the Massachusetts Hos- 
pital Association and a fellow of 
the American College of Hospital 
Administrators. 

Prior to his recent appointment, 
Mr. Simmons was assistant direc- 
tor of St. Luke’s. In 1941 he was 
appointed office manager and in 
1948 he became assistant director. 

The new assistant director, Mr. 
James, formerly served as person- 
nel director of the Aultman Hos- 
pital, Canton, Ohio. 


GEORGE H. LONG JR., formerly 
comptroller of the Hahnemann 
Medical College and _ Hospital, 
Philadelphia, has been appointed 


superintendent of the Berks 
County Institution District Hospi- 
tal and Home, Reading, Pa. 

A member of the American 
Hospital Association, Mr. Long is 
a past president of the American 
Association of Hospital Account- 
ants. 


OSBORNE L. HARVEY, assistant 
administrator of the New England 
Center Hospital, Boston, has been 
appointed administrator of the 
Millinocket (Maine) Community 
Hospital. 

Mr. Harvey is a member of the 
American Hospital Association. 


EDWARD E. SUDDATH, former ad- 
ministrator of the Clay County 
Memorial Hospital, Henrietta, 
Texas, is now the administrator of 
the new city hospital in Spur, 
Texas, which is scheduled to open 
during the summer. DON STUART 
replaced Mr. Suddath at the Hen- 
rietta Hospital. 


W. RAy FRYE has resigned as the 
administrator of the Baptist Hos- 
pital of Southeast Texas, Beau- 
mont, to enter private business. 
Guy H. DALRYMPLE, the hospital’s 
assistant administrator for the past 
two years, succeeds Mr. Frye. 


LEONARD P. Goupy has left the 
headquarters staff of the American 
Hospital Association to become 
administrator of — | 
the John C. 
Proctor Hospi- 
tal, Peoria, II1., 
effective May 1. 
Mr. Goudy 
joined the staff 
of the Associa- 
tion as purchas- 
ing specialist in 
December 1947, 
and he later be- 
came secretary 
of the Council on Administrative 
Practice. 

Mr. Goudy entered the hospital 
field in 1928 as pharmacist at the 
Saskatoon (Sask., Canada) City 
Hospital. He later was appointed 
purchasing agent and assistant to 
the superintendent, and in 1938 
became general superintendent of 
that hospital. He served with the 
Royal Canadian Medical Corps 
during the war. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Goudy is a past president of 
the Saskatchewan Hospital Asso- 


MR. GOUDY 
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campaign 


A connected series 
of operations to bring 


about some desired result. 


As the definition indicates, campaigning is no field for 


the novice. 


For any campaign to build logically through a con- 
nected series of events, leading to a desired result, profes- 


sional direction is a basic and fundamental necessity. 


In this field of specialization, where only the amateur 
walks unafraid your fund raising problems will fare best 
in the competent hands of hospital campaign specialists. 


Consultation without obligation. 


CHARLES A. HANEY & ASSOCIATES 


Nearly thirty years of successful hospital fund raising 


259 WALNUT STREET NEWTONVILLE 60, MASSACHUSETTS 
TELEPHONE Boston LASELL 7-6223 
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ciation. He has served on commit- 
tees of that association and the 
Canadian Hospital Council. 


NELSON AMMONS is the new ad- 
ministrator of the Olympic Me- 
morial Hospital, Port Angeles, 
Wash. Mr. Ammons succeeds WIL- 
LIS PARR, who has been acting ad- 
ministrator for several months. 

For the past 10 years Mr. Am- 
mons has been administrator of 
the Samaritan Hospital, Nampa, 
Idaho. A past president of the 
Idaho Hospital Association, he is 
a member of the American Col- 
lege of Hospital Administrators. 


OPAL C. DARLING, R.N., has been 
appointed administrator of the Me- 
morial Hospital, Sedro-Woolley, 


Wash. Mrs. Darling succeeds GER- 


TRUDE LINN SAWYER, R.N., who 
was with the hospital for 21 years. 


SISTER PROVIDENCE, R. N., former 
administrator of Providence Hos- 
pital, Seattle, has been appointed 
provincial procurator of the Sisters 
of Charity of the House of Provi- 
dence. Hospitals in California, Ore- 
gon, Washington and Alaska are 
under the jurisdiction of this prov- 
ince, 


FRANK B. ADAIR has been ap- 
pointed administrator of the Moton 
Memorial Hospital, Tulsa. Mr. 
Adair succeeds 
J. T. A. West, 
who resigned 
after six years 
of service at the 
hospital. 

In 1946 Mr. 
Adair was 
awarded the 
first administra- 
tive internship 
established at 
the Sydenham 
Hospital, New 
York City. He was appointed as- 
sistant executive director of the 
hospital in 1947 and the following 
year he served as acting executive 
director. In December 1948, Mr. 
Adair became administrator of the 
Community Hospital, Wilmington, 
N. C. 


MR. ADAIR 


THe Rev. Ropsert S. BASSELL, 
assistant pastor of the First Bap- 
tist Church in Tulsa since 1945, 
has been appointed administrator 
of the Perry (Okla.) Memorial 
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Hospital. Mr. Bassell succeeds THE 
Rev. DAVID FOSTER, who was re- 
cently appointed administrator of 
the Southwest Baptist Hospital, 
Mangum, Okla. 


VERNON C. STUTZMAN, adminis- 
trator of the Staten Island Hospi- 
tal, Staten Island, Thompkinsville, 
N. Y. since June 
1950, resigned 
to become as- 
sistant director 
of the Metho- 
dist Hospital of 
Brooklyn. 

From 1947 to | aa 
1950 Mr. Stutz- 
man was assist- 
ant director of ak 
the Jewish Hos- | 
pital of Brook- MR. STUTZMAN 
lyn. He also 
served his administrative residency 
at the same hospital. 

A graduate of the Columbia Uni- 
versity course in hospital adminis- 
tration, Mr. Stutzman is a member 
of the American Hospital Associa- 
tion and the American College of 
Hospital Administrators. 


SISTER BARBARA ELLEN is the 
new administrator of St. Peter’s 
Hospital, Olympia, Wash. She suc- 
ceeds SISTER MARY OF NAZARETH, 
who is now administrator of Provi- 
dence Hospital, Anchorage, Alaska. 

Sister Barbara Ellen was previ- 
ously surgical supervisor at Provi- 
dence Hospital, Seattle. 


J. P. Cox, administrator of the 
Stillwater (Okla.) Municipal Hos- 
pital, has resigned to become ad- 
ministrator of the Community 
Methodist Hospital, Paragould, Ark. 
Mr. Cox replaces EUGENE LOPEZ, 
who has taken a position with the 
Arkansas Blue Cross plan. THE 
Rev. Tom E. CARTER succeeds Mr. 
Cox as administrator of the Still- 
water hospital. 

A past president of the Okla- 
homa Hospital Association, Mr. 
Cox was formerly administrator of 
the Oklahoma Baptist Hospital, 
Muskogee. 

Mr. Carter formerly served as 
administrator of the Perry (Okla.) 
Memorial Hospital and the South- 
west Baptist Hospital, Mangum. 


R. B. SHrpp is the new adminis- 
trator of the Skyline Hospital, 
White Salmon, Wash., replacing 
R. T. ANDERSON, who has entered 


the public accounting business in 
Bingen, Wash. 

Mr. Shipp was administrator of 
the Glacier County Memorial Hos- 
pital, Cut Bank, Mont., for three 
and a half years. 


FLORENCE E. KING, formerly ad- 
ministrator of Jewish Hospital in 
St. Louis, has accepted the posi- 
tion of superintendent of the Pasa- 
dena (Calif.) Huntington Dispen- 
sary. She will assume her duties 
early this month. 

Miss King, who has been active 
in local, state and national hospi- 
tal organizations for several years, 
is a personal member of the 
American Hospital Association and 
is a fellow of the American Col- 
lege of Hospital Administrators. 
She is a past-president of the Mid- 
West Hospital Association and the 
Missouri Hospital Association, and 
she served as a member of the 
American Hospital Association’s 
Board of Trustees. 


MAJ. GEN. PAUL H. STREIT, MC, 
recently retired from the United 
States Army after almost 36 years 
of continuous 
military medi- 
cal service. 
MAJ. GEN. 
LEONARD D. 
HEATON, MC, 
former com- 
manding gener- 
al of the Letter- 
man Army Hos- 
pital, San Fran- 
cisco, succeeded 
General Streit 
as commanding 
officer of the Walter Reed Army 
Medical Center, Washington, D.C. 

Prior to assuming the key medi- 
cal position at Walter Reed in 
January 1949, General Streit was 
commanding general of the Brooke 
Army Hospital, San Antonio, 
Texas, for three years.’This duty 
was preceded by two years, 1945 
and 1946, as commanding officer 
of the Dibble General Hospital, 
Menlo Park, Calif., a blind and 
plastic center, now closed. 


GEN. STREIT 


Harry F. HABEL, a resident of 
Meyersdale, Pa., has been ap- 
pointed administrator of the Mey- 
ersdale Community Hospital. Mr. 
Habel succeeds JOHN F. GALLAG- 
HER, who resigned recently. 

The new administrator has been 
active in Somerset County agri- 
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Why not choose a suture as carefully as a pair of shoes ? 


“Sereneoly enough, it makes good sense to talk about 
sutures and shoes on the same page! 


Proper tanning of leather is vital to shoe quality. 
And quality in catgut sutures depends on a process 
much like tanning—the chromicizing process. 


If the hide isn’t tanned all the way through, an in- 
ferior grade of leather will result. Likewise, a suture 
not thoroughly chromicized will often have a surface 
that resists absorption and a core that absorbs too fast. 


Tanners recognize the advantages of a two-bath 
tanning process for fine leather. A similarly thorough 
process is the new Curity two-bath method of chrom- 
icizing sutures. Only total, even chromicization can 
give you dependable absorption performance in a 
suture. For further dependability, Curity sutures are 
chromicized only after catgut plies have been firmly 
bonded into strands by natural gut mucin. This 
method requires no foreign bonding agents. 


The modern Curity Chromic Suture is another bet- 
ter tool of surgery—from the laboratory which has 
made major contributions to suture making. 


Curity 
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One case 
Rondic Sponges 
frees nurse 


two days 


... and costs less than sponges 
made by your own personnel 


Even the most skillful nurse can make no more than 4 
2. ““cherry"’ sponges per minute by hand. Theoretically she 
~- could make 4000 in two 8-hour workdays. 
= But a case of 4000 uniformly machine-made RONDIC 
7 Sponges costs far less than the labor and materials for ‘‘roll- 
ing your own.” 
— RONDIC Sponges handle easily in forceps, do not stick 
: together. They are cotton-filled, gauze-wrapped, with no 
a protruding ends . . . in 4 convenient sizes. 
a And at the RONDIC low cost, you can now afford to use 
ae these superior ball sponges for the following needs — in 
i preference to any other dressing. 


, OPERATING ROOM CENTRAL SUPPLY 
Prepping hypodermic needles 
| Sponge-stick sponging For cleansing skin during 
— Tonsil sponges dressing changes 
Biunt dissection Prepping 
2. Vaginal sponges Protecting hypodermic needles 
a Rectal sponges 
| EMERGENCY 


7 Alcohol sponges Medication sponges 
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cultural affairs for a muumber of 
years. At the time of his appoint- 
ment he was president of the 
County Agricultural Extension As- 
sociation and president of the Mey- 
ersdale Municipal Water Author- 


ity. 


A. Boyp ANDERSON has been ap- 
pointed assistant superintendent 
of the Washington (Pa.) Hospital. 
The position as assistant to super- 
intendent OWEN U, BRITTON is an 
entirely new one in the institution. 

Mr. Anderson is a graduate of 
Muskingum College, New Concord, 
Ohio. 


RALPH L. HOSE has resigned as 
administrator of the Tyler Me- 
morial Hospital, Meshoppen, Pa. 
ERNESTINE CHAFFEE, R.N., will re- 
place Mr. Hose. 

Mrs. Chaffee was appointed as- 
sistant administrator of the hos- 
pital in 1949 and more recently 
was named director of nurses. A 
graduate of the nursing school at 
the Robert Packer Hospital, Sayre, 
Pa., Mrs. Chaffee is an alumna of 
Mansfield (Ohio) State Teachers 
College. 


BRUCE R. MELSON has been se- 
lected as the new administrator of 
Hopkins County Memorial Hospi- 
tal, Sulphur Springs, Texas. Mr. 
Melson was x-ray technician at 
the Sulphur Springs hospital for 
about two years. 


Dr. JAMES L. MENGEs, for sev- 
eral months acting administrator 
of the Salem County (N. J.) Me- 
morial Hospital, has been named 
administrator of the institution. 
Dr. Menges replaces G. NELSON 
WATTS, who is now the business 
manager of Friends Hospital, 
Philadelphia. 

Dr. Menges, a graduate of the 
Boston Medical School, joined the 
Salem staff as resident physician 
in January, 1951. 


THOMAS J. SIMMONS is the new 
administrator of the Caldwell 
County War Memorial Hospital, 
Princeton, Ky. F. L. WALKER, the 
former administrator, resigned re- 
cently. 


CHARLES A. FROST has been ap- 
pointed assistant administrator of 
the Lock Haven (Pa.) Hospital. 

Mr. Frost attended the Univer- 
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sity of Indiana and the University 
of California. For five years, he 
served with the County Health De- 
partment of San Diego, Calif. 


CLETUS A. SHARKEY has been 
named administrator of the Mari- 
copa County Hospital and Clinics, 
Phoenix, Ariz. 
He will also 
serve as hospi- 
tal and health 
director of Ma- 
ricopa County. 

Mr. Sharkey 
has formerly 
served as super- 
intendent of the 
Citizen’s Hospi- 
tal, Barberton, 


Ohio; the Lake- MR. SHARKEY 
wood (Ohio) 
Hospital; and of the Buffalo 


(N. Y.) Columbus Hospital. 

He is a member of the Ameri- 
can, Pennsylvania, Ohio and New 
York Hospital Associations. 


G. NELSON WATTS, administrator 
at Salem (N. J.) County Memorial 
Hospital for the past year, has re- 
signed to become business manager 
of Friends Hospital, Philadelphia. 
He succeeds WILLIAM H. MorRISON, 
who now is administrator of the 
West Jersey Hospital, Camden. 

Mr. Watts has served as admin- 
istrative assistant at the Wilming- 
ton (Del.) General Hospital and 
as assistant administrator and con- 
troller of the Alexandria (Va.) 
Hospital. He is a personal member 
of the American Hospital Associa- 
tion. 


JoHN H. Beppow has begun his 
duties as administrator of the West 
Hudson Hospital, Kearny, N. J. He 
succeeds Drew J. THOMAS, who 
now is administrator of the Nathan 
Littauer Hospital, Gloversville, 

Mr. Beddow formerly was di- 
rector of the Brevard County Hos- 
pital, Melbourne, Fla. He is a mem- 
ber of the American Hospital As- 
sociation. 


Doris MARTIN, R.N., has been 
promoted from director of nurses 
to superintendent of Mid-Valley 
Hospital, Peckville, Pa. She suc- 
ceeds JOSEPH L. WILLIAMS. 

Mrs. Martin has been with the 
Peckville Hospital since 1943 after 
working for a time in the Camden 
(Pa.) General Hospital. 


WALTER ALTMANN, former ad- 
ministrator of the Kennestone Hos- 
pital, Marietta, Ga., has accepted 
a position with the Bureau of In- 
dian Affairs of the Department of 
the Interior. He will serve as hos- 
pital administrative director of the 
Phoenix (Ariz.) area. 

MILLARD WEAR has replaced Mr. 
Altmann as administrator of the 
Kennestone Hospital. 


SISTER AMELIA, formerly admin- 
istrator of St. Margaret Hospital, 
Hammond, Ind., has been transfer- 
red to St. Francis Hospital, Evans- 
ton, Il. 


EILEEN MULCAHY, formerly ad- 
ministrative assistant at the Bos- 
ton Floating Hospital, has been 
appointed assistant director of the 
hospital, which is a unit of the New 
England Medical Center. 


Lt. CoL. JAMES H. MAcKIN, MSC, 
has assumed duty as executive of- 
ficer of the Walter Reed Army 
Medical Center, 
Washington, D. 
C. He has been 
serving in a 
similar capacity 
at Letterman 
Army Hospital, 
San Francisco, 
since July 1948. 

After return- 
ing from serv- 
ice in World 
War II, Colonel 
Mackin first be- 
came adjutant and later executive 
officer of the Veterans Administra- 
tion Hospital, Hines, Ill. In 1946 
he was made chief of the pro- 
curement, separation and reserve 
branch of the personnel division in 
the office of the Army surgeon 
general. 

He is a member of the American 
Hospital Association. 


COL. MACKIN 


SISTER MARY MARTINA, superin- 
tendent of Mercy Hospital, Wilkes- 
Barre, Pa., has been appointed 
superintendent of Mercy Hospital, 
Scranton, Pa., replacing Sister 
Mary Avellino, who died recently. 
SISTER MARY JOAN will replace 
Sister Mary Martina as superin- 
tendent of the Mercy Hospital in 
Wilkes-Barre. | 

A 25-year veteran in the hospi- 
tal field, Sister Martina at one 
time had served in Scranton as a 
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pharmacist and as an x-ray and 
laboratory technician. In 1936 she 
was appointed superintendent of 
St. Mary’s Hospital, Scranton, and 
two years later she became super- 
intendent of Mercy Hospital, 
Scranton. 

She received her master's degree 
in hospital administration from the 
University of Chicago. 

Sister Mary Joan was formerly 
director of nurses and has been 
at the Wilkes-Barre institution for 
the past 25 years. She received 
her nurses training at St. Mary’s 
Hospital, Philadelphia. 


Dr. THOMAS BESS, administra- 
tor of the Potomac Valley Hos- 
pital, Keyser, W. Va., has been ap- 
pointed administrator of the Gna- 
den Huetten Memorial Hospital, 
Lehighton, Pa. 

Mr. Bess is a director and vice- 
president of the West Virginia 
Hospital Association and of the 
Upper Monongahela Hospital As- 
sociation. 


trator of the Kingfisher (Okla.) 
Community Hospital since May 


Youll Agree that 


Replacement Air in I.V.'s 
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But... are you still using 
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4821 West 130th Street Cleveland 1l,Ohio 
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1950, has resigned to accept a posi- 
tion at the Medical Center Hos- 
pital, Odessa, Texas. 


Dr. ROBERT GORDON GILBERT has 
assumed his duties as superintend- 
ent and radiologist of the Perry 
County Memorial Hospital, Tell 
City, Ind. A native of Perry Coun- 
ty, Dr. Gilbert has been serving 
in the Navy. 


NORMAN D. BAILEY has assumed 
his duties as general manager of 
the House of St. Giles the Crip- 
ple, Brooklyn. 

Mr. Bailey formerly was asso- 
ciate director of Michael Reese 
Hospital, Chicago. He also served 
as personnel director at Michael 
Reese Hospital, and as adminis- 
trator of Knickerbocker Hospital 
in New York City. He is a per- 
sonal member of the American 
Hospital Association. 


RICHARD COLLETT, assistant di- 
rector of the Long Island College 
Hospital, Brooklyn, for the past 
seven years, has 
been appointed 
acting director 
of the hospital. 
Mr. Collett suc- 
ceeds BERNARD 
McDERMOTT, 
who recently 
retired after 19 
years of service 
as director of 
the hospital. 

Mr. Collett is 
president of the 
Hospital Purchasing Club of New 
York City and a member of the 
research committee of the Hos- 
pital Bureau of Standards and 
Supplies and of the Hospital Coun- 
cil of Brooklyn. 


MR. COLLETT 


Deaths 


SISTER MARCELLA, R.N., admin- 
istrator of the Pittsburgh Hospital 
from 1923 to 1929, died February 
26. Sister Marcella was a member 
of the first graduating class of the 
hospital’s school of nursing. 

From 1912 to 1923 she was di- 
rector of the school of nursing and 
from 1929 to 1932 she served in a 
similar capacity at the school of 
nursing at Providence Hospital, 
Beaver Falls, Pa. 
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IT’S NEW... 


The Ideal Mono-top 


A significant advancement in the design 
and construction of Ideal Food Conveyors... 


There isn’t a joint, crevice, cranny—nor crack in the new Ideal Mono-top deck now standard 
equipment on Ideal Food Conveyors. 


The Ideal Mono-top deck literally is in one piece. Container wells and top deck are constructed 
from a solid sheet of stainless steel. The entire deck and well unit presents only smooth, 
unbroken surfaces. Not even microscopic hidden or inaccessible interstices exist anywhere. 


The Ideal Mono-top Deck does not buckle, when the unit is heated. There is no warping of the 
metal at any time. The exclusive Ideal design provides a compensatory 
factor by which the inevitable expansion and contraction is absorbed 
without any distortion when the unit is heated or cooled. 


This flexible design feature brings another new advantage and convenience. 
It keeps the rolled rim of the food container up, above the surface of 

the deck so that it is easily grasped when the container 

is lifted from the well. 


The well-known Ideal bridge-type top deck assures absolute rigidity 

of the deck at all times. No amount of use nor abuse can cause the Ideal 
deck to sag. Now is added the advantages of Mono-top construction 
which gives the Ideal Food Conveyor a still greater measure of 
durability, ease of maintenance and convenience in use. 


Cross-section of Mono- 
top deck and wells, 
with enlarged illustra- 
tion showing continuous, unbroken construction 
of complete, one-piece deck and well unit and 
design feature which absorbs expansion and 
contraction of metal. 


SPITAL 


= ESTABLISHED IN 1884= 


TOLEDO 6, OHIO 
Distributed by the Colson Corporation, Elyria, Ohio; The Colson Equipment and Supply Company, 
Los Angeles, and San Francisco, In Canada; Canadian Fairbanks-Morse Company. 
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; 7 THOUSANDS OF NURSES ARE FAMILIAR WITH THE “INSIDE STORY” OF DIANA HOSPITAL PADS, — 


COST. 


A CONVINCING STORY OF SUPERIOR QUALITY! EXTRA PROTECTION AND COMFORT AT NO EXTRA 


It is this mside story which has made Diana a favorite in so many hospitals for so many years. We’ve 
been 42 years in business. 


7 7 The Diana line is made for the hospital trade. Is sold only through 


leading Hospital Supply Houses under their own label. 
The Diana line includes, in addition to the standard hospital pads with 
short or long tabs, a new 12 inch maternity (O.B.) pad, and protective 
underpads. 
Diana’s own processed non-woven textile fabric is featured in the 12” ‘ 


7 Maternity Pads and Bed Underpads for incontinents. 


REE N BA Y, WISCON SI 


Every Diana Hospital Product is Thrice Guaranteed, (1) by the old reliable manufacturer, (2) by the hos- 
pital house that serves you, (3) by the dependable and responsible representative of that house who 
personally recommends Diana extra-quality and extra-satisfaction. 


MANUFACTURING COMPANY. 
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Meeting Stresses Educational Obligations 


NEW OFFICERS of the New England Hospital Assembly, elected at the assembly's meet- 
ing held in Boston, March 23-25, are (from left): President-elect, William L. Wilson, Jr., 
administrator of the Mary Hitchcock Memorial Hospital, Hanover, N. H.; treasurer, Lois 
A. Bliss, R.N., suietebendnat of the Franklin (N. H.) Hospital; and the newly installed 
president, Dr. Frederick T. Hill, medical director, Thayer Hospital, Waterville, Me. 


Record Attendance 


The Southeastern Hospital Con- 
ference, held in New Orleans early 
in April, was the sixteenth annual 
meeting for this regional group. 
Hospital representatives from Ala- 
bama, Florida, Georgia, Louisiana, 
Mississippi and Tennessee com- 
bined their meeting with special 
sessions for dietitians, medical 
record librarians, nurse anesthe- 
tists, hospital pharmacists and 
women’s hospital auxiliaries. 

Charles W. Holmes, director of 
the Campbell Clinic and Hospital, 
Memphis, took office as president 
of the conference, succeeding Nor- 
man L. Losh, administrator of the 
Orange Memorial Hospital, Or- 
lando, Fla. John W. Gill, business 
manager of Mercy Hospital-Street 
Memorial, Vicksburg, Miss., was 
chosen president-elect at the busi- 
ness meeting on the final day of 
the conference. 

Other officers are: Vice-presi- 
dent, D. O. McClusky Jr., admin- 
istrator of the Druid City Hospital, 
Tuscaloosa, Ala.; and executive 
secretary and treasurer, Pat N. 
Groner, administrator of the Bap- 
tist Hospital, Pensacola, Fla. 

This year’s program featured 
panel discussions as well as small 
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group meetings to ensure greater 
participation by the delegates. 
Three debates were held: Should 
hospitals provide service to pa- 
tients from governmental and wel- 
fare agencies at rates below cost?; 
Should pathologists, radiologists 
and anesthesiologists serving hos- 
pitals be paid straight salaries?: 
and Can we beat the nursing short- 
age by training auxiliary person- 
nel to do more of the work? 

A special panel presented a va- 
riety of ideas practicable for all 
general hospitals and the audi- 
ence added to and improved upon 
them. Among the suggestions made 
were: A Chinese auction for fund 
raising where all bids, including 
the lowest, become donations to 
the local hospital; a new sick- 
leave plan for personnel which 
provides for 50 per cent of salary 
only after the first week of illness 
with a total nine-week limit: a 
special angular viewing window 
for the nursery, which permits a 
closer look at infants; and a series 
of ideas on construction including 
the proper placement of door hard- 
ware, the use of wall coverings 
and the optimum use of storage 
space. 


Re-endorse Policy 
Meets, Institutes 


This year’s meeting of the New 
England Hospital Assembly, held 
in Boston, March 23-25, once again 
emphasized the educational re- 
sponsibilities assumed by this 
group. The program featured 
“how-to-do-it” presentations and 
round table discussion groups as 
well as special sessions for hos- 
pital auxiliaries, trustees, account- 
ants, pharmacists, dietitians and 
nurses. 

As in the past year the assem- 
bly endorsed its year-round educa~- 
tional programs. These are of two 
types: A series of one-day policy 
conferences to be attended by rep- 
resentatives of each of the six 
state associations (Maine, New 
Hampshire, Vermont, Massachu- 
setts, Rhode Island and Connecti- 
cut), and a series of one-day tra- 
velling institutes of special benefit 
to small hospitals. Both programs 
were recommended by a special 
committee under the leadership of 
Oliver G. Pratt, executive direc- 
tor of the Rhode Island Hospital, 
Providence. Dr. Dean A. Clark, 
general director of the Massachu- 
setts General Hospital, Boston, 
who was president of the assem- 
bly until the end of this thirtieth 
annual meeting greeted his suc- 
cessor, Dr. Frederick T. Hill, 
medical director of Thayer Hos- 
pital, Waterville, Maine. Dr. Hill 
was installed as president at the 
final session of the assembly. 

Other officers elected for the 
coming year were: President-elect, 
William L. Wilson, administrator, 
Mary Hitchcock Memorial Hospi- 
tal, Hanover, N. H.; treasurer, Lois 
Bliss, R.N., superintendent of the 
Franklin (N. H.) Hospital; secre- 
tary, Richard T. Viguers, adminis- 
trator of the New England Center 
Hospital, Boston; trustee from 
Maine, Donald M. Rosenberger, 
director of the Maine General Hos- 
pital, Portland (three-year term); 
and the trustee from Massachu- 
setts, Dr. Reo J. Marcotte, director 
of the Pittsfield (Mass.) General 
Hospital (three-year term). 

William S. Brines, administra- 
tor of the Malden ( Mass.) Hospital 
was once again named exhibit 
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manager of the assembly's annual 
meeting. The principal program of 
the New England Hospital Assem- 
bly has always been to hold an 
annual meeting of an educational 
character, open to all persons as- 
sociated with hospitals in New 
England. The assembly was the 
first hospital organization to hold 
a trustee institute, now a regular 
annual feature of the regional 
meeting. 


Elect Officers, Lay Plans 
For New Alaska Association 


Paul W. Nelson, administrator 
of the Seward Sanatorium, Bart- 
lett, is the first president of the 
newly formed Alaska Hospital As- 
sociation. In late January a group 
of representatives from 15 Alas- 
kan hospitals met in Anchorage to 
organize the association. 

Other officers elected are: First 
vice-president, Sister Stanislaus, 


administrator of St. Joseph's Hos- 
pital, Fairbanks; and secretary- 
treasurer, O. K. Kincaid Jr., busi- 
ness manager of the Valley Hos- 
pital, Palmer. Howard E. May Jr., 
administrator of the Cordova Gen- 
eral Hospital, was elected director 
to serve a two-year term and 
Philip Hutchinson of the Alaska 
Native Service, Anchorage, will 
serve as a director for one year. 
Mr. Nelson is the delegate to the 
American Hospital Association. 

The program of the conference 
included organization of the asso- 
ciation, hospital legislation, hospi- 
tal accreditation and standards of 
patient care, hospital rates, per- 
sonnel policies, hospital fire regu- 
lations and Blue Cross. 

A constitution was adopted with 
the following objectives in view: 
(1) to improve patient care by 
sharing experiences and by dis- 
seminating information (2) to 
promote high standards of hospital 


service to the community (3) to 
act as a group in legislative mat- 
ters that concern hospitals and 
(4) to assist in solving those 
problems in which the strength of 
the organization would be helpful. 

Standing committees were ap- 
pointed to begin work on legisla- 
tion, hospitalization, personnel, 
and public relations. 


J. M. Henry Named Director of 
Rochester Hospital Council 


Joseph M. Henry has been ap- 
pointed executive director of the 
Rochester (N. Y.) Regional Hos- 
pital Council. He has been serving 
the council as acting executive di- 
rector since the resignation of 
Charles M. Royle. 

Mr. Royle left the hospital coun- 
cil last year to become the execu- 
tive secretary of the Hospital As- 
sociation of New York state. 


Association Chooses B. Frederick President-elect 


Bentley Frederick, administrator 
of Children’s Hospital, Louisville, 
was chosen president-elect of the 
Kentucky Hospital Association at 
the annual meeting in Louisville, 
March 24-26. Helena R. Hughes, 
administrator of the Riverside 
Hospital, Paducah, was installed as 
president. 

Other new officers’ include: 
Treasurer, Brig. Alvena H. Wood, 
superintendent of the William 
Booth Memorial Hospital, Coving- 


ton; and executive’ secretary, 
Elizabeth D. Simmerman, hospital 
consultant, Kentucky State De- 
partment of Health, Louisville. 
New trustees are: Leslie E. 
Reynolds Jr., administrator of 
Methodist Hospital, Henderson; 
Sister Mary Edgar, administrator 
of Our Lady of the Way Hospital, 
Martin; and Arden E. Hardgrove, 
administrator of the Norton Me- 
morial Infirmary, Louisville. Trus- 
tees re-elected are: E. W. Horgen, 


FORMER VICE President Alben W. Barkley congratulates S. A. Ruskjer after Mr. Ruskjer 
had been made a Kentucky Colonel. It is believed that Mr. Ruskjer, administrator of the 
Waverly Hills (Ky.) Tuberculosis Sanatorium, is the first hospital administrator to receive this 
honor. The award was presented at the recent Kentucky Hospital Association meeting. 
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administrator of King’s Daughters’ 
Hospital, Ashland; the Rt. Rev. 
Msgr. Charles A. Towell, diocesan 
director of hospitals, Covington, 
and president of the Catholic Hos- 
pital Association; Walter C. Byers, 
superintendent of the Jennie 
Stuart Memorial Hospital, Hop- 
kinsville; and S. A. Ruskjer, 
administrator of the Waverly Hills 
Tuberculosis Sanatorium. 

At the meeting Monsignor 
Towell, chairman of the associa- 
tion’s Council on Government Re- 
lations, said the council would 
work next year for legislation to 
make city and county governments 
responsible for the care of the in- 
digent sick. 

“It’s time to send bills to cities 
and counties,” he said, “for the 
care of the indigent sick in private 
hospitals as well as in city and 
county hospitals.” 

In commenting on the need for 
safety in hospitals, Roy Huden- 
berg, assistant administrator of the 
United Mine Workers’ Memorial 
Hospital Association of Kentucky, 
Inc., told the group it is twice as 
dangerous to work in a hospital as 
in a steel mill. Many safety pre- 
cautions are taken in mills, but 
few are taken in hospitals. 

“You don’t need a safety engi- 
neer,”’ Mr. Hudenberg said. “Just 
go to work with your staff and 
emphasize safety.’’ 
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Chicago Council Installs 
R. M. Hueston As President 


At the annual meeting of the 
Chicago Hospital Council in Feb- 
ruary, Ralph M. Hueston, super- 
intendent of Wesley Memorial Hos- 
pital, was installed as president. 
Leslie D. Reid, superintendent of 
Presbyterian Hospital, was chosen 
president-elect. 

Mr. Hueston succeeds Ray E. 
Brown, superintendent of the Uni- 
versity of Chicago Clincs. Both Mr. 
Hueston and Mr. Reid have served 
actively on the council board of 
directors for several years. 

Other officers elected at the 
meeting are as follows: Chairman 
of the board of directors, Elmer 
E. Abrahamson, secretary of the 
board of Norwegian American 
Hospital; vice-president, Wendell 
H. Carlson, administrator of Engle- 
wood Hospital; secretary- 
treasurer, the Rev. Joseph A. 
George, administrator of Evangel- 
iccal Hospital. 

A feature of the meeting was a 
talk by George K. Hendrix, chief 
of the Bureau of Hospitals of the 
Illinois Department of Public 
Health. Mr. Hendrix urged the 
council to launch a comprehensive 
study of the hospital needs and re- 
sources in the Cook County area. 
The council is now exploring the 
possibility of conducting such a 
community-wide study. 


Florida Executive Secretary 


John F. Monahan Jr. has as- 
sumed his duties as full time exec- 
utive secretary of the Florida 
Hospital Association. Mr. Monahan 
was formerly business manager 
and administrator of the Broward 
General Hospital, Ft. Lauderdale. 

A graduate of the University of 
Florida, he is a personal member 
of the American and Florida Hos- 
pital Associations. Mr. Monahan is 
also president of the South Florida 
Hospital Council. 


H. B. Myers, 1953 President 
of Saskatchewan Association 


H. B. Myers, secretary and man- 
ager of the Rosetown (Sask.) 
Union Hospital, is the 1953 presi- 
dent of the Saskatchewan Hos- 
pital Association. 

Other officers include: Vice- 
president, John Smith, superin- 
tendent of the Yorkton (Sask.) 
General Hospital; and executive 
secretary and treasurer, E. V. Wal- 
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PARTICIPANTS at a reception at the Hotel Commodore on the last day of the Institute 
on Human Relations for New York City municipal hospital administrators are (from left): 
Henry L. McCarthy, commissioner of the Department of Welfare of the City of New York; 
R. D. MacTavish, Cornell University faculty member; Dr. Anthony J. J. Rourke, executive 
director of the Hospital Council of Greater New York; Raymond M. Hilliard, executive di- 
rector of the Welfare and Health Council of New York City; Charles Garside, president 
of the Associated Hospital Service of New York; and Prof. Earl Brooks, assistant dean of 
the New York State School of Industrial and Labor Relations at Cornell University and pro- 
gram director of the institute. A $6,000 grant from the Alfred P. Sloan Foundation, Inc., 
financed the two-week institute, conducted by the faculty of the New York State School of 
Industrial and Labor Relations with guest speakers representing business and industry. 


shaw, 220 Ave. N So., Saskatoon, 
Sask. 

The four executive members 
are: S. N. Wynn, 85 Fifth Ave., 
Yorkton; M. F. Kushnir, superin- 
tendent of the Union Hospital, Ca- 
nora; E. F. Bourasse, business 
manager of the Regina (Sask.) 
Grey Nuns’ Hospital; and H. H. 
Bassett, general superintendent of 
the Victoria Municipal Hospital, 
Prince Albert. 


Hawaii Association Elects 
R. N. Tucker As President 


Russell N. Tucker, administra- 
tor of the Kapiolani Maternity and 
Gynecological Hospital, Honolulu, 
was chosen president-elect of the 
Hospital Association of Hawaii to 
take office next year. Dr. Hastings 
Walker, administrator of the Leahi 
Hospital, Honolulu, was installed 
as president for 1953. 

Other officers include: First vice- 
president, Dr. Herbert T. Rothwell, 
medical director, Kahuku (Oahu) 
Plantation Hospital; second vice- 
president, Elizabeth Middleton, R. 
N., administrator, Wilcox Memorial 
Hospital, Lihue, Kauai; third vice- 
president, Kenji Goto, administra- 
tor, Kuakini Hospital, Honolulu; 
treasurer, Jiro Shikuna, business 
manager, Kuakini Hospital, Hon- 
olulu; and secretary, Alex Smith, 
business manager, Queen’s Hos- 
pital, Honolulu. 


Appointed Associate Director 


Northwestern University has 
announced the appointment of Dr. 
Charles U. Letourneau as associate 
director of the hospital adminis- 
tration program and professional 
lecturer. Dr. Letourneau is secre- 


DR. LETOURNEAU 


tary of the Council on Professional 
Practice of the American Hospital 
Association. 

Dr. Letourneau is teaching a 32 
week course in the fundamentals 
of medical science and an 8 week 
course in the tegal aspects of hos- 
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pital administration. He also assists 
in conducting seminars and giving 
lectures in other courses in the 
hospital administration program. 
Dr. Malcolm T. MacEachern, 
director of professional relations 
for the American Hospital Associ- 
ation, is director of the program. 


J.C. Abram, 1953 President 
of Louisiana Association 


John C. Abram, administrator 
of the St. Landry Clinic, Opelousas, 
La., was installed as president of 
the Louisiana Hospital Association 
at the association’s annual meet- 


ing in New Orleans, April 6-7. 
S. E. Burgoyne, business manager 
of the St. Francis Sanitarium, 
Monroe, was chosen president- 
elect. 

Other officers are: First vice- 
president, Raymond Wilson, assist- 
ant director of the Southern Bap- 
tist Hospital, New Orleans; and 
executive secretary, Jesse Banks- 
ton, 9444 New Hammond Highway, 
Baton Rouge. 

Joseph W. Hinsley, administra- 
tor of the Lake Charles (La.) 
Memorial Hospital, was elected 
delegate to the American Hospital 


BARD = U.S.C.I. 
Woven Catheters 


BARD <=} U.S.C.l. WOVEN CATHETERS 
ss are precision engineered of fine materials for dependable ~ 
service, They possess the proper degree of flexibility for facile ~ 
-) introduction. The eyes and lumen are uniformly of the correct 
’ size for adequate drainage. They are sterilizable by boiling or “S 
| autoclaving. For cold sterilization we recommend Detergicide. | 
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Association, and Wilson Turner, 
administrator of the Baptist Hos- 
pital, Alexandria, was chosen al- 
ternate to the Association. 


Record Attendance at 
Mid-West Association Meet 


More than 1,500 persons at- 
tended the twenty-fifth annual 
Mid-West Hospital Association 
meeting in Kansas City April 15- 
17. 

Speakers at the opening session 
included Dr. Edwin L. Crosby, 
president of the American Hos- 
pital Association, and Dr. Edward 
J. McCormick, president-elect of 
the American Medical Association. 

One of the topics discussed was 
the drawing up of code on hos- 
pital-and-doctor relations, which 
the American Hospital Association 
and the American Medical Asso- 
ciation are being asked to approve 
this year. Dr. McCormick said, 
“The code will allow more access 
of physicians to hospital govern- 
ing boards. It will give full pro- 
fessional approval to the status 
of anesthesiologists, pathologists, 
radiologists and physical medicine 
physicians employed fulltime by 
hospitals. 

“Other aspects of the code will 
iron out past difficulties between 
the profession and hospital man- 
agement with the primary goal of 
preventing exploitation of the pa- 
tient, the hospital and the doctor. 

“We are not going back to the 
saddle-bag area of doctoring or the 
boarding house era of hospitals.” 


1953 Heart Fund Results 
Top Complete 1952 Returns 


A record high of more than 
seven million dollars has been 
raised so far in public contribu- 
tions to the 1953 Heart Fund cam- 
paign, according to incomplete re- 
ports made by heart associations 
throughout the country. This fig- 
ure represents an increase of ap- 
proximately two million dollars 
over the amount reported last year 
at the same time and topped the 
1952 final total, which was $6,582,- 
132.50. 

In commenting on the fifth an- 
nual fund raising drive at the 
American Heart Association’s an- 
nual convention, Dr. Robert L. 
King of Seattle stated that “as 
knowledge concerning cardiovas- 
cular disease is gained through 
research, it must be carefully 
evaluated and transmitted to the 


HOSPITALS 


4, 
‘ 
ae 

aC A 


tons 


é 


“with tested quality 


work at very low cost 


per pound” 


That’s the 15-year experience 
of Camarillo State Hospital 
Camarillo, Calif. 


since standardizing with HOFFMAN Laundry Equipment 


From opening day in 1936, the patient population of this insti- 
tution has more than doubled, but laundry service has kept pace. 
Additional equipment has been installed after consultation with 
Hoffman Laundry planning experts. Most recent changeover has 
been to mechanized handling, with unloading washers and 
hydraulic extractors now processing the present 1'4 tons-per- 
hour requirement of over 5,300 patients. 
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Though your linen requirements may not match those of 
Camarillo, the principle is the same: take advantage of Hoffman's 
complete laundry service and gain low costs, smooth work-flow 
and ample linen supplies. 


Hoffman hydraulic extractors, capable of extracting 
200-pound loads of 5-minute cycles, handle the bulk 
of extracted work. 


In the washroom, eight unloading Hoffman washers and — Balanced production on rough-dry work has been provided by eight 
8-roll flatwork ironers process the present 55-ton weekly Hoffman tumblers. Shown here are two 42 x 90 ‘Balanced Suction” 
volume at Camarillo. models. 


INSTITUTIONAL +. DIVISION 


105 FOURTH AVENUE, NEW YORK 3, NEW YORE 


U.S. HOFFMAN MACHINERY CORP. 
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‘medical profession and to those 


whom it is intended to benefit. 

“One of the greatest opportuni- 
ties now before the heart associa- 
tion for worthwhile community 
service,” Dr. King said, “is the 
rheumatic fever preventive pro- 
gram.” He called for the widest 
possible distribution of a state- 
ment issued by the association to 
guide physicians in the use of 
penicillin and the sulfa drugs in 
the prevention of this disease. 


Appropriations: Top Issue in Capital 


The country’s hospitals are very 
much involved in the increasing 
activity on Capitol Hill dealing 
with the appropriations to be 
authorized for running the federal 
government in the fiscal year be- 
ginning July 1. 

The future of the Hill-Burton 
program, grants for medical re- 
search, the utilization of non- 
federal hospitals on a contractual 


Make this step forward by letting us add 
the Powers Magazine Cassette to your 


present equipment. 


Used with Powers X-Ray Paper in perfo- 
rated rolls, the Powers Magazine Cassette 
makes 50 full-sized radiographs without 
reloading. No change in dark room faci- 
lities or chemicals is required. In effect, the 
unit doubles your present X-Ray capacity, 
cuts cost per X-Ray in half. 
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basis and, most controversial of 
all, the various policies relating to 
hospitalization in veterans’ hospi- 
tals—these are only a few of the 
issues which Congress is now 
tackling. The agencies chiefly con- 
cerned are: The Department of 
Health, Education and Welfare and 
the Veterans Administration. Hos- 
pitals generally are _ affected, 
though to a lesser degree, by the 
annual appropriations that will be 
enacted early this summer for the 
Atomic Energy Commission, the 
National Science Foundation and 
the Federal Civil Defense Admin- 
istration. 

Reflecting the administration's 
desire to reduce operating ex- 
penses, the Budget Bureau has re- 
quested only 60 million dollars as 
the total federal. contribution 
toward new hospital expansion 
under the Hill-Burton Act. This 
sum is 20-per cent below the 
amount provided for this year and 
represents only 40 per cent of the 
150 million dollars that Congress 
has authorized as the annual fed- 
eral share. 

It is possible, though not prob- 
able, that Congress will even trim 
the 60 million dollar request. As of 
the first of April, 2,046 Hill-Burton 
projects had been approved since 
the program's inception, of which 
1,171 were in operation. Their to- 
tal estimated cost was $1,622,872,- 
501, with the federal treasury con- 
tributing $566,164,151. Provided 
for are: 99,160 hospital beds and 
404 health centers. 

There is every indication that 
the economy drive will result in a 
substantial reduction in grants-in- 
aid for support of medical research. 
Hospitals and medical schools are 
the principal beneficiaries of these 
subsidies. 

It is the Veterans Administra- 
tion, however, with its more than 
150 hospitals and an average daily 
patient census in excess of 100 
thousand, whose 1953-54 budget is 
expected to provide the greatest 
controversy. Even more than in 
past years, critics are raising their 
voices against the Veterans. Ad- 
ministration’s providing medical 
and hospital care for veterans with 
non-service disabilities and for 
veterans who have the means to 
pay for services. 

An important recent develop- 
ment was a special report issued 
by S. Comptroller General 
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Neuer a Drip 


the New 1- Quart 


Beverage Server 


of heavy gauge stainless steel 


There’s a magic lip on this new pouring pitcher 
by Polar Ware. It won't drip — no matter what you 
pour, or from what angle you pour it. That means 
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ping up dribbles. And additionally, time gained in 
the faster filling of cups and glasses means time 
saved for other work. 

A hinged cover is available if you'd like to make 
this all-purpose beverage server even more prac- 
tical. It helps to “hold” hot coffee and iced tea; is 


Polar Ware Co. 


Merchandise Mart—Chicago Ave. 
New York 17, N. Y. 


Room 1100-1101 


Los Angeles 12, Calif. 


almost essential if you want to use the pitcher for 
ice box storage. Polar Ware seamless one-piece con- 
struction and heavy gauge stainless steel provide 
the enduring qualities you want for years of service. 
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full information about this pitcher — or the 2, 3 and 
4 quart sizes to follow. 


* To simplify reordering, you'll find the 
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Lindsay Warren, who is popularly 
known as “the Watchdog of the 
Treasury.” It was based upon an 
intensive investigation conducted 
by the General Accounting Office, 
of which Mr. Warren is director. 
The study uncovered many in- 
stances of “chiseling’’ on veterans’ 
hospitalization privileges and the 
inefficiency in following up claims 
for reimbursement of the Veterans 
Administration by commercial in- 
surance companies. 


In 41 of the 45 hospitals sur- 
veyed, Mr. Warren’s investigators 
found 336 patients with annual 
incomes in excess of four thousand 
dollars. Twenty had incomes of 
more than eight thousand dollars; 
five earned more than 12 thousand 
and there was one patient in the 50 
thousand-plus bracket. Twenty- 
five owned real estate and other 
property worth more than 20 thou- 
sand dollars; four were worth from 
100 to 500 thousand dollars. 


GUI b hospital lighti Ita si 
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Shadow-Reducing Operating Fixture... 
manufacturers of America’s most complete 
line of hospital lighting equipment. 
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Concluding his report, Comp- 
troller General Warren stated: 

“Our findings are, in substance: 
(1) That some veterans are being 
hospitalized on ‘unable to pay’ en- 
titlement who are able to pay for 
private hospitalization; (2) that 
others are able, and no doubt are 
willing, to pay in part for their 
hospitalization; and (3) that some 
veterans, able to pay in part, are 
foregoing needed hospital care by 
reason of doubt as to the propriety 
of executing the affidavit. 

“As the law now stands, there 
is no apparent method by which 
the Veterans Administration can 
restrict hospitalization to those 
veterans who are financially able 
to pay for private hospitalzation 
but who, notwithstanding, are 
willing to execute the affidavit 
that they are unable to pay. 

“Further, under the present law, 
there is no procedure or authority 
which will permit an applicant for 
hospitalization, however well in- 
tentioned he may be, to pay to the 
extent of his ability for such hos- 
pitalization as he may require. 

“It is believed that [ the affidavit | 
language should be amended to 
provide that the administrator of 
veterans affairs require the ap- 
plicant for hospitalization, in cases 
not established as service-connect- 
ed, to make disclosure, under oath, 
on the application, of facts bearing 
on his ability to pay, such as 
earnings, property holdings, or 
other assets, and to provide by 
regulation criteria for determina- 
tion from these disclosures which 
applicants are to be admitted for 
hospitalization without charge and 
the terms on which other appli- 
cants may be admitted for partial 
payment only.” 

The Warren report prompted 
Rep. John Phillips (R., Calif.) to 
deliver two speeches on the House 
floor demanding that the Veterans 
Administration take action to 
screen out undeserving applicants 
for hospitalization and adopt a 
stern policy with insurance com- 
panies reluctant to make reim- 
bursement for health services 
rendered to veterans covered by 
sickness and accident policies. 

Another repercussion in April 
was a press conference statement 
by Lewis K. Gough, commander 
of the American Legion, urging 
that Congress refrain from hasty 
action to reduce benefits to veter- 
ans. 

Congress must pass the annual 
appropriations bills before it can 
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Utmost care is the essence of fine hospital service: utmost care 
in ministering to the patient's needs... utmost care in selecting and 
purchasing materials... utmost care in all phases of operation. 


Utmost care must be taken, for example, to select sheets and pillow cases 
that meet your requirements of long wear, comfort and good appearance. 


That is why so many careful buyers of sheets for so many fine 
hospitals prefer Utica Muslin sheets, woven with over 140 threads 
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Administrators 


June is just around the corner... . 


and with June comes the Adminis- 
trators Guide Issue of HOSPITALS. 


There's help for every administrator 
and every department head in four 
big sections—Statistical Guides, 
Management Guides, Guides to Hos- 
pitals and Association Memberships, 
Guide to Organizations and Schools. 


All subscribers receive one copy 

as part of regular subscription. 
Extra copies of June issue, $1.50. 
Order your extra copies now . . . this 
issue will not be reprinted. 


Annual subscription prices for 
HOSPITALS, Journal of the Ameri- 
can Hospital Association, are as 
follows: To personal and institu- 
tional members of the Association, 
or their employees, staff and board 
members, $2; to all others, $3 


for one year, $5 for two years, 


$7 for three years. 


Address orders to HOSPITALS, 
Circulation Department, 18 East 
Division Street, Chicago 10, Illinois. 


NEXT 

MONTH 

Guide 

issue 


adjourn this summer, but chances 
are only remote that it will ap- 
prove any of the other pending 
measures having hospital implica- 
tions. Among those introduced in 
recent weeks are bills to relax age 
requirements for joining Army and 
Air Force Nurse Corps, to author- 
ize commissioning of men in Army 
Nurse Corps, and to revive the 
World War II program of federal 
aid for maternity and infant care 
in servicemen’s families. 


The reorganization incidental to 
the creation of the Department of 
Health, Education and Welfare out 
of the old Federal Security 
Agency has postponed transmittal 
to Congress of any proposed na- 
tional health legislation that might 
be desired by the Eisenhower ad- 
ministration. The new department 
officially came into being April 11, 
with Mrs. Oveta Culp Hobby as its 
first secretary. 


W. A. BAUM CO., INC. 


FOR THE STANDARD PROCEDURE OF 
BLOODPRESSURE MEASUREMENT 
USE THE BAUMANOMETER 
... A STANDARD ITSELF 


More and more hospitals are 
standardizing on the Standby 
Model Lifetime Baumanometer. 
They find it highly efficient in 
wards, clinics, operating rooms, 
out-patient departments— every- 
where. Result: the greater econ- 
omy of using a single type of 
bloodpressure equipment for all 


hospital needs. 


Now available with or without wheels. 


Fi 


Your regular Baumanometer distributor will 
be glad to send you a Standby for your trial. 


Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively 


BLOODOPRESSURE | 


COPIAGUE, L. I., New York 
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Federal Hospital Executives 
Attend Three-week Institute 


The sixth Inter-Agency Institute 
for federal hospital administrators, 
an advanced postgraduate course 
in hospital administration, is cur- 
rently being held at the National 
Naval Medical Center, Bethesda, 
Md. The _ three-week institute, 
April 13 to May 1, consists of lec- 
tures and discussion groups. 

Prominent leaders in all phases 
of hospital administration, includ- 
ing budget, personnel, food serv- 
ice, hospital design and construc- 
tion, and catastrophe planning, 
make up the faculty of more than 
70 members. 

The opening day's program fea- 
tured a discussion of the over-all 
view of the federal hospital pro- 
gram by Fred A. McNamara, as- 
sistant chief of the Labor and Wel- 
fare Division of the Bureau of 
Budget. Dr. Malcolm T. MacEach- 
ern, director of professional rela- 
tions Se the American Hospital 
Association, addressed the group 
on the background of hospital 
administration. 


USPHS Division To Sponsor 
Courses in Diabetes Control 


The Division of Chronic Disease 
and Tuberculosis of the U. S. Pub- 
lic Health Service announces a 
series of six courses for training 
in diabetes control to be held at 
the Diabetes Study and Training 
Center, Boston. Designed for pub- 
lic health administrators, physi- 
cians, nurses, health educators, 
dietitians, nutritionists, medical 
technologists, and medical social 
workers, the week long courses 
will consist of discussions, dem- 
onstrations, and field trips with 
opportunities for individual con- 
sultation. 

At present only two of the 
courses have been scheduled. The 
diabetes program in public health 
to be held September 21-25, 1953 
is planned for all categories of 
public health workers involved in 
the planning and operation of 
diabetes public health programs. 
The second course, group teaching 
of patients, will be held May 25- 
29, October 5-12, and November 
30-December 4. This course is 
primarily directed to personnel 
concerned with organizing and 
conducting group classes for pa- 
tients with diabetes and their 
families. 

The four other courses are con- 
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cerned with nursing, nutritional, 
and laboratory aspects of a public 
health diabetes program, and the 
organization and management of 
a diabetes clinic. 


Dr. Rourke To Serve On 
New Medical Advisory Group 


Although the date has not yet 
been fixed, the first meeting of the 
newly formed medical advisory 
committee in the Department of 


Defense is expected to be held 
sometime in May. Serving as 
counselors to Dr. Melvin A. Cas- 
berg, the newly appointed assist- 
ant to Secretary of Defense 
Charles E. Wilson in charge of 
health and medical affairs, the 
six-member group replaces the 
Armed Forces Medical Council. 
Dr. Anthony J. J. Rourke of 
New York, former president of the 
American Hospital Association, is 
the hospital authority on the com- 


You'll want the first tran- 
script of an American Hos- 
pital Association institute on 
establishing a new hospital 
ever to be published. 


It is your first opportunity to 
find in one place all the in- 


opening a hospital, presented 


by authorities in every phase 
of hospital operation. 


18 East Division 


you 
establishing 
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formation fundamental to 


A\ ssociation 


available from the 


Chicago 10 


mittee. Other members are: Dr. I. 
S. Ravdin, Philadelphia; Dr. Al- 
fred R. Shands, Wilmington, Del.; 
Dr. James P. Hollers, Dallas; Dr. 
William S. Middleton, Madison, 
Wis.; and Dr. Dwight L. Wilbur, 
San Francisco. 


ODM Announces Plans For 
Gamma Globulin Distribution 


On April 17 the Office of De- 
fense Mobilization announced the 
final plans for the nationwide 
distribution of gamma globulin as 
a poliomyelitis prophylaxis. 

State health officers are given 
the full responsibility for alloca- 
tion within their jurisdictions. 
Each state will initially receive— 
in cubic centimeters of GG—60 
times the average number of polio 
cases during the five-year period 
1947-51. Later allocations of addi- 
tional supplies will be based on 60 
times the number of 1953 cases 
that are in excess of the five-year 
average. 

Fifty-seven per cent of the en- 
tire supply of gamma globolin will 
be allocated in the above manner. 
One-third will be set aside for 
mass community prophylaxis in 
epidemic areas and the remaining 
10 per cent is to be held in reserve 
for special research and other con- 
tingencies. 

Upon the recommendation of its 
Health Resources Advisory Com- 
mittee, the Office of Defense Mo- 
bilization designated the Public 
Health Service as the distributing 
agent. 


Dr. Dean Retires From 
Health Service Post 


The retirement of Dr. H. Trend- 
ley Dean, pioneer in the research 
leading to the use of fluoridated 
water to reduce dental decay in 
children and the director of the 
National Institute of Dental Re- 
search, has been announced by Dr. 
Leonard A. Scheele, surgeon gen- 
eral of the U. S. Public Health 
Service. Dr. Francis A. Arnold Jr. 
will replace Dr. Dean as director of 
the National Institute of Dental 
Research. 

A veteran public health service 
officer for over 30 years, Dr. Dean 
has been responsible for most of 
the basic research affirming the 
effect of fluoride on dental caries. 
In more recent years at the Na- 
tional Institutes of Health, he di- 
rected a broad program of 
investigation into the diseases of 
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East Meadow, Long Island, N. Y. 


Modern Hospital Planning now includes greater attention to the import- 
ance of accurate control of air conditions in patients’ rooms as well as 
operating, labor, delivery, nursery, radiograph, cystoscopy, fluoroscopy and 
anesthesia rooms — which are POWERS controlled at Meadowbrook 
Hospital. 


Greater Comfort of Patients aided by Powers Automatic Temperature 
Control helps hasten recovery enabling them to return home sooner. 
Increased turnover enlarges hospital's capacity to serve more people. 


Important Fuel Savings—Much higher fuel costs—a big item of expense— 
can be substantially reduced by prevention of OVER-heated rooms with 
Powers Control. Fuel savings alone make it a more profitable investment 
now than ever before. 


15 to 25 Years of Reliable Service with very little for 
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is unsurpassed for low operating and maintenance cost. 
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softening tissues, pyorrhea, and 
other oral conditions. 

Dr. Arnold, who has been with 
the public health service since 
his graduation from Western Re- 
serve University, has worked with 
Dr. Dean since the first fluoride 
studies were made in 1937 on the 
relationship of fluoride to dental 
caries. He also made the first re- 
port on the production of carious 
teeth in hamsters. 


Five Health Topics Discussed at Meet 


Group discussions on health per- 
sonnel, health facilities, organi- 
zation of health services, payment 
for personal health services, and 
health research highlighted the 
33rd annual meeting of the Na- 
tional Health Council held in New 
York City, March 18-20. Three 
hundred thirty-six persons from 


office. 


on 24-hour duty Te 


The Manual of Admitting Practices and 
Procedures explores just about every 
phase of admitting, describes 
various procedures, notes legal 


problems arising in day-to-day work. 


This 72-page guidebook should be 

helpful to you in several ways: 

In determining whether your present 
System best fits your needs, in 
establishing your own admitting policies, 
in training personnel, and as a reference 


book on 24=hour duty in the admitting 
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all over the United States repre- 
senting professional groups and 
voluntary and governmental agen- 
cies concerned with health care 
and “consumers” of health services 
took part in the forum on “Ad- 
vancing the Nation’s Health.” 

Summarizing her report from the 
discussion of health personnel, 
Dr. Leona Baumgartner, assistant 
commissioner of the New York 
City Department of Health, voiced 
the feelings of many about the 
forum as a whole. “There were 
more areas of agreement among us 
than there were of disagreement. 
We shall unquestionably continue 
to agree and disagree but it seems 
clear that this was a good begin- 
ning to get a clear picture of the 
problems to be met in advancing 
the nation’s health.” 

The liveliest debate developed 
around the question of how to pay 
for personal health services. Dr. 
Hugh R. Leavell, professor of pub- 
lic health practice at Harvard Uni- 
versity, reported full agreement 
only on one point: that people 
who can buy health insurance 
should do so, At the other extreme, 
one point of view held that com- 
prehensive health service for all is 
an attainable goal; the other that 
it is an utopian dream. 

Dr. E. Dwight Barnett, director 
of the Institute of Administrative 
Medicine at Columbia University, 
reported that the group focusing on 
health facilities agreed that the 
establishment of effective local 
and state health councils coordi- 
nated with the activities of the 
National Health Council “is the 
best method for providing the 
firmest base for grass roots plan- 
ning for health facilities.” 

The health services group was 
impressed with the need for joint 
effort. Anna M. Fillmore, R. N., 
general director and secretary of 
the National League for Nursing, 
stated the following principle was 
agreed upon: ‘Health services 
must be coordinated because our 
areas of knowledge today are so 
broad that no one individual or 
group can know everything. There 
must be two kinds of coordination, 
within the group or agency and 
between different groups and dif- 
ferent agencies.”’ 

Dr. T. Duckett Jones, director 
of the Helen Hay Whitney Founda- 
tion, voiced reactions to the forum 
in his report for the group discus- 
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rods permit split-second replacement of panels. 
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Flexibility + Exclusive design provides ex- 
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sion on research: “There was gen- 
eral agreement that the discussion 
of this forum, both in its general 
session and in our own group dis- 
cussions, was valuable in a num- 
ber of ways. Opportunity was pre- 
sented for the expression of a va- 
riety of points of view and interests 
in the total health care and re- 
search area. It was believed that 
this offered an opportunity of in- 
creasing mutual respect among 
various health professions and 
workers. More equable participa- 
tion of individuals with various 
professional experiences and func- 
tions might well prove to be im- 
portant in removing differences of 
opinion, increasing mutual respect 
and especially in removing seman- 
tic barriers.”’ 

Delegates also approved a state- 
ment of a program policy that 
opens broad new fields of activity 
to the council if means of financing 
it can be developed. Under this 
program the council would see that 
all the needs of the nation be sys- 
tematically and continuously re- 
viewed and that the most urgent 
health problems facing the nation 
be defined and priorities for ap- 
proaching them be established. 

Election and installation of of- 
ficers was another of the meeting’s 
activities. Dr. Robin C. Buerki, di- 
rector of the Henry Ford Hospital, 
Detroit, was installed as president. 
Dr. Buerki succeeds Mrs. Oswald 
B. Lord, who was recently named 
U. S. representative to the United 
Nations Commission on Human 
Rights. Albert W. Dent, president 
of Dillard University in New Or- 
leans, was chosen president-elect. 
Upon succession to the presidency 
in March 1954, Dr. Dent will be- 
come the first Negro ever to head 
the council. 

Other new officers are: Vice- 
president, Margaret A. Hickey, 
public affairs editor of Ladies’ 
Home Journal; vice - president, 
Basil O’Connor, president of the 
National Foundation for Infantile 
Paralysis; vice-president, Dr. Don- 
ald B. Armstrong, vice-president 
of the Metropolitan Life Insurance 
Company; treasurer, Philip R. 
Mather, president of the American 
Social Hygiene Association; assist- 
ant treasurer, Herbert I. Wood, 
manager of New York City’s Chase 
National Bank, 57th Street branch; 
and secretary, Rome A. Betts, ex- 
ecutive director of the American 
Heart Association. 
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Hospital-Patient Relations Reviewed 


A public relations institute spon- 
sored by the Southeastern Hospital 
Conference and conducted by the 
American Hospital Association in 
New Orleans April 6-7, reviewed 
all of the principles of hospital- 
patient relationships. A role-play- 
ing panel set the theme for the 
institute by demonstrating how 
rumors spread in a typical com- 
munity and how unpleasant inci- 
dents become magnified. Succes- 
sive speakers then emphasized the 


various phases of sound hospital 
public relations. 

Representatives from hospitals, 
the press, industrial public rela- 
tions, radio, women’s hospital aux- 
iliaries, the medical profession 
and a typical governing board pre- 
sented the various viewpoints and 
assisted in an evaluation of how 
effective a job hospitals are doing. 
All began by describing the pa- 
tient as they pictured him—a wor- 
ried, confused, ailing citizen who 
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is hospitalized out of necessity 
rather than as a matter of his own 
choosing. Then followed the the- 
sis that the patient is everything 
and, finally, a discussion of the 
many things hospital employees 
must do to better relations within 
the hospital and between hospital 
and community. 

Among the faculty members and 
panel speakers at the institute 
were: Dr. Nick J. Accardo, ortho- 
pedic surgeon at Hotel Dieu, New 
Orleans; Dr. J. L. Brakefield, of 


the Liberty National Life Insur- 
ance Company, Birmingham; Cro- 
zet Duplantier, reporter for the 
New Orleans States; Charles W. 
Flynn, executive secretary of the 
Mississippi State Hospital Associa- 
tion, Jackson; Stephen G. Henry, 
director of community relations, 
Ethyl Corporation, Baton Rouge; 
Ed Hoerner of radio station WWL, 
New Orleans; Mrs. Norman J. 
Kauffmann, state advisory coun- 
sellor for auxiliaries, New Orleans; 
E. L. King, administrator of the 


Put Safety 
Brakes 
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Your Floors 


FLOOR WAX 
There is new safety in walking when floors are finished with 
Ves-Cote . . . because Ves-Cote contains a new and proven 
anti-slip agent, DuPont’s “‘Ludox’’* colloidal silica. These 
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action for each step. 
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In addition to safety, Ves-Cote 
dries to a high lustre; is long- 
wearing; water resistant; easy to 
apply and dries quickly. 


Northeast Mississippi Hospital, 
Booneville; William O. Maloney, 
public relations and personnel di- 
rector, Hotel Dieu Sisters’ Hospi- 
tal, New Orleans; D. O. McClusky 
Jr., administrator of the Druid 
City Hospital, Tuscaloosa; Marga- 
rete Peebles, trustee of the Felix 
Long Memorial Hospital, Stark- 
ville, Miss., and Horace Renegar, 
board of trustees, Tulane Univer- 
sity, New Orleans. 


Discuss Admission Process 
At Office Procedure Institute 


An Institute on Front Office Pro- 
cedures was held last month in 
Kansas City, Mo. for the two 
days preceding the Mid-West Hos- 
pital Assembly. Its program was 
planned to create discussion in 
each of the phases of the admission 
process: Advance preparation be- 
fore admission; procedures at the 
time of admission; and front of- 
fice routines while the patient is 
in the hospital, when he is dis- 
charged and after he is discharged. 
Round table discussions allowed 
for solving specific problems and 
a panel of faculty members re- 
viewed such topics as assignment 
of rooms, accidents and emergen- 
cies, insurance, staffing of the ad- 
mitting department and reducing 
length of stay through the admis- 
sion process. 

A transcript of this institute will 
soon be available as a guide for 
future meetings and as a record 
of accepted, current procedures. 


Accounting Institute, May 4-6 


An Institute on Hospital Ac- 
counting, sponsored by the West 
Tennessee Chapter of the Ameri- 
can Association of Hospital Ac- 
countants, will be held in Nash- 
ville, May 4-6. T. Leroy Martin, 
professor of accounting at North- 
western University, will conduct 
the institute. 


Hospital Food Workshop 
To be Held in Jackson 


A field trip to the Veterans Ad- 


ministration Hospital, Jackson, 
Miss., will be featured at the sec- 
ond annual hospital food work- 
shop to be conducted in Jackson 
on May 7 and 8. The meeting is 
being co-sponsored by the Miss- 
issippi State Hospital Association 
and Mississippi State College. 
The workshop will also include 
panels on the public relation as- | 
pects of food service and store- | 
room and inventory control. | 


7 - Whe t Ves-Cote, the 

If you need safe floors, yet de 

- . braking action. This way, Ves-Cote 
Z is your answer. gives greater slip protection. 


of E. |. Du Pont de Nemours Co., Inc. 
erwriters Laboratories. 
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4963 MANCHESTER AVE. 
ST. LOUIS 10, MISSOURI 
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Accreditation Group Approves Two Revisions 


At its April 19 meeting in Chi- 
cago, the Board of Commissioners 
of the Joint Commission on Ac- 
creditation of Hospitals approved 
two significant revisions in the 
standards for hospital accredita- 
tion. Dr. Edwin L. Crosby, direc- 
tor of the joint commission, re- 
ported last month that one change 
will serve to ease the multiplicity 
of monthly meetings that medical 
staff members must attend, while 
the other clarifies and makes more 
specific the organization and func- 
tions of general practice depart- 
ments in hospitals. 

Medical staff meetings: Hospitals 
whose medical staffs have been 
complaining about the need for 
attending a multiplicity of monthly 
staff meetings will be pleased to 
learn of an additional alternative 
in the standards which will assist 
in improving the quality of medi- 
cal care, Dr. Crosby said. 

Monthly meetings of the medical 
staff were designed primarily to 
aid the staff in discharging its full 
responsibility for establishing and 
maintaining a high quality of 
medical care in the hospital. Such 
meetings, therefore, should be de- 
voted to the thorough review and 
analysis of the professional man- 
agement of all discharged patients. 

In recent years, in those hos- 
pitals which have departmental 
organization with well-qualified 
and highly specialized clinical 
staffs, importance has been placed 
on departmental and clinico-patho- 
logic conferences for extensive 
study of each patient's record. 
With a program of departmental 
conferences, meetings of the entire 
active staff are required quarterly. 

It was agreed that the sole rea- 
son for requiring staff meetings 
is to insure good medical care and 
treatment of patients in hospitals. 
The discussion centered on the 
question: “Are medical staff meet- 
ings the best method for accom- 
plishing this?” 

In this discussion, the following 
principles were agreed to: 

1. The medical staff is responsi- 
ble for the quality of medical care 
in the hospital and must accept 
and assume responsibility, 
subject to the ultimate authority 
of the hospital governing board. 

2. The medical staff must be a 
self-governing body. 

3. Staff meetings are held for 
the purpose of reviewing the medi- 
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5. Medical staff meetings cannot 
be held in conjunction with those 
of another hospital or with local 
medical societies. 

In addition to the present stand- 
ards, which require a monthly 
staff meeting with 75 per cent of 
the active staff in attendance, or in 
well - departmentalized hospitals 


cal care of patients within the 
hospital and not for the presenta- 
tion of scientific papers or dis- 
cussions. 

4. Regular and frequent meet- 
ings of departmental staffs to re- 
view clinical work are accepted 
as a “must” in well-organized hos- 
pitals. 


for pneumothorax or pneumoperitoneym 
The Cutler 


Continuous Pheumothorax Apparatus 


by Pilling 


designed by J. W. Cutler, M.D., Philadelphia 


This newly designed pneumothorax apparatus features a unique 
new control valve which makes air available from either bottle. 
This assures a continuous and inexhaustible supply of filtered air— 
ending the nuisance of pumping water from one bottle to another. 


Extremely useful for routine administration of pneumothorax as 
well as for office or institutional use where many refills or large 
quantities of air must be administered. 


This new Cutler apparatus has many features which make it a 
safe instrument, easy to operate—a few of them are: direct reading 
manometer with safety traps on both arms, sliding indicators on 
both bottles, Pilling Quick Detachable bottle tops. 


A portable model which incorporates the 
same continuous principle weighs only 


12 pounds complete. 


ALSO 
AVAILABLE 


Order direct from 


GEORGE P. 


3451 WALNUT STREET + PHILADELPHIA 


THE NEW CONTINUOUS MODEL 
~ 
i 
| & SON CO 
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where departmental meetings and 
clinico-pathologic conferences re- 
view the clinical work, a quarterly 
staff meeting is required, the fol- 
lowing alternative was adopted to 
insure a thorough review of the 
medical care practiced in the hos- 
pital: 

1. An active medical records 
committee to review the record of 
every discharged patient. 


2. An active tissue committee to 


study all pathological reports in 
relation to clinical data. 

3. An executive committee of 
the medical staff to review and to 
act upon the findings of the med- 
ical records and tissue groups. 

4. General staff meetings to in- 
form and to discuss with the entire 
medical staff the quality of care 
currently rendered in the hospital. 

General practice departments: 
The standard which permits elec- 
tive general practice departments 


Hospitals Have Purchased 
) MORE THAN TWO 
MILLION FEET OF 


WECK 


STERILIZING TUBING 


Introduced less than two years ago, this revolutionary prod- 
uct is rapidly replacing old-fashioned, time-consuming and 
expensive methods of sterilizing catheters, syringes and 
needles, rectal tubes, drains, etc. This new method assures a 
complete stock of sterilized equipment on hand at all times. 


CATHETERS — As illustrated, a 
special sterilizing paper is used 
to facilitate removal of catheters 
without contamination. The size, 
marked on the paper, is easily 
visible through the transparent 
cellophane. Catheters encased in 
Weck Sterilizing Tubing remain 
sterile for months. 


SYRINGES & NEEDLES—As 
illustrated, plunger, barrel and 
needle are separated for thor- 
ough sterilization but, when 
ready for use, they are assembled 
right in the tubing. The needle 
sterilizing paper protects the 
needle point and indicates both 
gauge and length. 
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Order direct from Weck or write for 
Bulletin giving complete technical data. 


WECK STERILIZING TUBING 
Comes in compressed cylindrical 
sticks” in 2 sizes 


36/32" diam. 40 ft. to a stick 
10 sticks (400 feet) $ 4.95 
25 sticks (1000 feet) 10.95 
125 sticks (S000 feet) 45.00 

2 35/64” diam. 16 ft. to a stick 
20 sticks (320 feet) $12.00 
50 sticks (800 feet) 28.75 


CATHETER STERILIZING PAPER 
50 sheets on a pad— 
per thousand sheets $3.50 


NEEDLE STERILIZING PAPER 
Per thousand $1.00 


Remember—WECK is world-famed for Surgical Instrument Repairing. 


coum EDWARD WECK & CO., INC. 


135 Johnson Street, Brooktyn |, NY. 
Monviacturers of Surgical Instruments 
Hospitul Supplies Instrument Repoiring 


in well-departmentalized hospitals 
was changed to read as follows: 

“A department of general prac- 
tice shall be an organized seg- 
ment of the medical staff compar- 
able to that of other staff depart- 
ments with the following limita- 
tions: 

“1. The responsibilities of this 
department shall be limited to ad- 
ministration and education. It shall 
not be a clinical service and no 
patients shall be admitted to the 
department. If and when desirable, 
however, the department may be 
made responsible for conducting 
the outpatient clinic in whole or 
in part. 

“2. Since the department of gen- 


.eral practice will nof have a sepa- 


rate service, the members of the 
general practice department shall 
have privileges in the clinical 
services of the other departments 
in accord with their experience 
and training, on recommendation 
of the credentials committee. In 
any service in which any general 
practitioner shall have privilege, 
he shall be subject to the rules of 
that service and subject to the 
jurisdiction of the chief of the 
clinical service involved.” 

The Board of Commissioners also 
adopted. certain regulations to in- 
terpret the standard with regard 
to the need for insuring that safety 
precautions as to radiation are ob- 
served strictly. 


Cleveland To Be Site of 
NLN Convention, June 22-26 


Panels, round table discussions 
and audience participation pro- 
grams comprise the agenda of the 
National League for Nursing’s 
first convention to be held in 
Cleveland, June 22-26. 

The first day’s program features 
a discussion on the maintenance 
of an adequate staff by Roy C. 
Brown, director of Johnston Me- 
morial Hospital, Abingdon, Va. 

On Thursday Thelma Dodds, 
R.N., director of nursing service at 
the Charles T. Miller Hospital, St. 
Paul, will lead an _ afternoon 
session on the improvement of 
nursing service through inter- 
personal and intergroup relation- 
ships. Dr. Robert Crook, professor 
of the Fels Group Dynamic Center 
at Temple University, will be the 
speaker. 

One highlight of the five-day 
meeting will be a dramatization 
and a panel on what makes nursing 
effective. Members of the panel 
will represent “consumers,” nurses, 
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Upwards of 
80 per cent of all 
Gulf Oil employees...” 


S. A. SWENSRUD 
President, Gulf Oil Corporation 


7 have no hesitation in saying I believe it is a sound thing for our 
industry to support the Government’s Payroll Savings Plan and to 


encourage our employees to put at least a substantial part of their sav- 
ings into U.S. Savings Bonds. Upwards of 80 per cent of all Gulf Oil 
employees save part of each pay in E Bonds. This type of thrift is good 
for the nation as well as for the individual.” 


At the close of 1952— 


¢ Individual Americans owned Savings Bonds totaling 
more than $49 billion, cash value. 


Series E Bonds outstanding —the kind bought by Payroll 
Savers —were more than $600 million greater than on May 
1, 1951, when the bonds issued in 1941 started to mature. 


¢ Of the $4.8 billion Series E Bonds which matured be- 
tween May. 1951, and December, 1952, more than $3.6 
billion (75% ) were held beyond maturity, under the auto- 
matic extension plan. 


¢ More than 77 million units of Series E Savings Bonds 
were bought by individuals in 1952—13% more than in 
the previous year. 


¢ During every one of the past 21 months, redemptions of 


The United States Government does not pay for this advertisement. It is donated by this publica- 
tion in cooperation with the Advertising Council and the Magazine Publishers of America, 
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unmatured Series E Bonds have been well under 1% of 


the total amount outstanding. 


¢ 1953 figures should be even better—more than 1,000,000 
Americans joined the Payroll Savings Plan in 1952, and 
thousands, literally, are enrolling every day. 


¢ Never before in the history of this or any other country 
have employed men and women held a reserve purchasing 
power of $49 billion in government securities—a cushion 
against emergency, a cheek on inflationary tendencies. 


If you believe with Mr. Swensrud that “it is a sound thin 
for industry to support the Payroll Savings Plan. . .” — 
“. . this type of thrift is good for the nation as well as 
the individual,” phone, wire or write to Savings Bond 
Division, U. S. Treasury Department, Washington, D. C. 
Your State Director will show you how your participation 
can be raised to 60% , 70% or even higher. 


The Journal of The American Hospital Association 
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nonnurse board members, nursing 
educators, and the medical pro- 
fession. 

Dr. Harry M. Weaver, director 
of research of the National Foun- 
dation for Infantile Paralysis, will 
discuss the progress of research on 
the poliomyelitis virus. Tubercu- 
losis nursing will be considered at 
a theatre-in-the-round session. 

A symposium on nurse recruit- 
ment will be led by Fred C. Foy. 


Program To Send Teaching Aids 
To Nursing Schools, Hospitals — 


A new type of program to make 
available to nursing schools and 
hospitals the latest types of teach- 
ing materials and economy studies 
has been established by Johnson 
& Johnson, according to E. Wayne 
Comer, manager of the company’s 
midwestern hospital division. 

The program seeks to assist the 
professions in their drive to util- 


COMFORT FOR THE PATIENT 


CHOICE OF THOUSANDS OF HOSPITALS 
THROUGHOUT NORTH AMERICA, WHERE 
REGULAR USE FROM 10 TO 20 YEARS 


HAS PROVED SPRING-AIR BEST! 4 

4 * ~ * a 
Produced in 41 Division Plants 
strategically located for Quick 
Dependable Service 


WRITE FOR FREE INSTITUTIONAL CATALOG 
Shows mattresses, nurses’ beds, headboards, bed 
frames—described for easy ordering. Write 

SPRING-AIR COMPANY, Space 1115 


| ; American Furniture Mart, 666 Lake Shore Drive 
CHICAGO, ILLINOIS 
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ize most effectively the time and 
skills of available graduate rurses, 
to expand continuing inservice 
training of professional and non- 
professional hospital personnel on 
all levels, and to cut costs in pa- 
tient care. 

The program consists of four 
major parts. First, the company is 
sponsoring research studies by 
nurses in university affiliated hos- 
pitals. Second, teaching charts on 
the function, capacity and value 
of commonly used surgical dress- 
ings will be made available to 
nursing staffs. 

The third portion of the program 
deals with making a wide assort- 
ment of films, filmstrips and other 
teaching materials available on a 
free loan basis. The fourth part is 
a study of the problem of nurse 
administration and personne! rela- 
tions. 


To Hold Nursing Workshop 


A workshop on nursing pro- 
grams at the Catholic University 
of America School of Nursing Edu- 
cation, Washington, D. C., will be 
held at t-e university, June 12-20. 

The purpose of this workshop is 
to afford an opportunity to ad- 
ministrative and teaching person- 
nel of the college, the educational 
units in nursing within the col- 
lege, and of the nursing service 
agencies participating these 
programs, for study of the prob- 
lems relating to educational pro- 
grams in nursing in the college. 


St. Louis University To Hold 
Nursing Conference, June 16-18 


A three-day conference’ on 
problems, trends and issues in 
nursing will be conducted by the 
Department of Nursing Education 
of St. Louis University School of 
Nursing, June 16-18. The confer- 
ence will be held at the Firmin 
Desloge Hospital across the street 
from the university’s School of 
Medicine building. 

Conference speakers include the 
Rev. John J. Flanagan, S. J., acting 
director of the Department of Hos- 
pital Administration at the uni- 
versity; Sr. Mary Geraldine 
Kulleck, S.S.M., dean of the uni- 
versity’s School of Nursing; Sr. 
Agnita Claire Day, S.S.M., associ- 
ate professor of nursing at the 
university; Joseph Holland, coun- 
sel for a St. Louis dairy; Rudolf J. 
Pendall, associate editor of Hos- 
pital Progress; the Rev. John 
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Some 9,500 people were in South Amboy, N.J., 
that drizzly evening in 1950. At the water- 
front, longshoremen were transferring the 
last of 12 freight cars of ammunition to light- 
ers that would carry it to a waiting vessel in 
Raritan Bay. 

But the City Hall clock never got to 7:27— 


and the freighter’s deadly cargo never got 
loaded. Explosions shattered windows over a 


radius of 12 miles; and hundreds of people 
looked at their arms and legs and saw that 
flying daggers of glass had stabbed them. 

At dawn, 312 of the injured had been counted. 

Such disasters have happened many times be- 
fore in America. They could happen again. 
And if they do—and when they do—there 
must be blood. plasma on hand to take care 


of the injured. For blood saves lives! 

But blood cannot be mined or manufactured. 
It must come from the veins of healthy men 
and women. Men and women who feel concern 
for a suffering neighbor. So give blood—now! 
Whether your blood goes for Civil Defense 
needs, to a combat area, or to a local hospital 
—this priceless, painless gift will some day 
save an American life! 


Business Executives! 
Y Check These Questions! 


If you can answer “tyes” to most 
of them, you—and your com- 
y—are doing a neered job 


or the National Blood Program. 
Have you given your em- 
pores time off to make 

ood donations? 
Do you have a Blood Do- 


nor Honor Roll in your 
company ? 


Give 
Blood 
Now 


CALL YOUR 
RED CROSS TODAY! 


National Blood Program 
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Have you set up a list of 
volunteers so that effi- 
cient plans can be made 
for scheduling donors? 


Have you arranged to have 
a Bloodmobile make regu- 
lar visits? 


Has your management en- 
dorsed the local Blood 
Donor Program? 


Have you informed em- 
ployees of your cnmpany’s 
plan of co-operation? 


Was this information 
= through Plant Bul- 
etin or House Magazine? 


Has your given 
any recognition to donors? 


Have you conducted a 
Donor Pledge Campaign 


in your company? 


Remember, as long as a 

int of blood may mean the dif- 
erence between life and death 
for any American . . . the need 


for blood is urgent! 
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Thomas, S. J., instructor in soci- 
ology at the university; Alice 
Brethorst, Ph.D.; Clement Miha- 
novich, Ph.D., professor of soci- 
ology at the university; Oliver 
Anderhalter, Ph.D., director of the 
Bureau of Institutional Research 
at the university; Sr. Mary Su- 
sanne Smith, S.S.M., assistant 
professor of nursing education at 
the university; and Ann Chapman 
of the Department of Nursing at 
the University of Mississippi. 


10 Hospitals To Be Built 
In Coal Mining Communities 


The United Mine Workers’ Wel- 
fare and Retirement Fund recently 
announced the signing of a con- 
tract between the Memorial Hos- 
pital Association of Kentucky, Inc. 
and a construction company in 
Charlotte, N. C., to build 10 hos- 
pitals in coal mining communities 
in Kentucky, West Virginia and 
Virginia. 


| Explosion - Proof 


Herb-Mueller ETHER-VAPOR and VACUUM UNIT 


PREFERRED EQUIPMENT FOR HEAVY DUTY 
IN MODERN HOSPITALS 


Day in and day out, the Herb- 
Mueller Unit ensures con- 
stant anesthetization with a 
controlled ether-vapor flow 
plus more than ample suc- 
tion and spray pressure for 
any surgical purpose. . Its 
powerful twin pumps are 
driven by a % hp. GE Explo- 
sion-Proof Motor . . . It's sim- 
plicity itself to operate, and 
needs no attention other than 
occasional lubrication . . . In 
short, it is the ideal ether- 
vapor unit. 


ACCEPTED 
In its Entirety As Suitable 
and Safe For Use In Your 
Operating Rooms 


The proposed hospitals are to be 
located at or near the towns of 
Harlan, Middlesboro, Whitesburg, 
Hazard, McDowell, and Pikeville, 
Ky.; Williamson, Man, and Beck- 
ley, W. Va.; and Wise, Va. The 
hospitals are to function under a 
closely integrated system of ad- 
ministration to assure the maxi- 
mum efficiency and economy in 
operation, and the best facilities 
for medical service. They will pro- 
vide a total of approximately 
1,040 beds. 


To Celebrate Golden Jubilee 


The fiftieth anniversary of the 
founding of St. Anne’s Hospital, 
Chicago, will be observed May 31, 
1953. The hospital, which is con- 
ducted by the Ancilla Domini Sis- 
ters, has grown from a tubercu- 
losis sanitarium to a general hos- 
pital. 

The celebration will begin with 
a Solemn Pontifical Mass in the 
hospital chapel with the Most Rev. 
William A. O’Connor, bishop of 
Springfield, as celebrant. His Emi- 
nence Samuel Cardinal Stritch will 
preside and deliver the sermon. 

Mother M. Therese is provincial 
superior and Sister M. Theodo- 
linda is the administrator of St. 
Anne’s. 


Reduce Hospital Fire Insurance 
Rates in Illinois, Michigan 


Hospital fire insurance rates have 
been reduced in Cook County, II1., 
by approximately 10 per cent with 
the exact percentage varying with 
the hospital. 

The reduction culminated more 
than two years of effort by the Illi- 
nois Hospital Association’s Insur- 
ance Committee. The committee 
first undertook a study of fire in- 
surance cost in August 1950. In 
September 1951 it petitioned for a 
reduction in hearings conducted by 


‘a per cent decrease on contents, 16.8 


Economical, too! Practically elimi- 
nates repair costs. Let us send you 
complete details on this better unit! 


the state insurance commissioner. 
An order calling for the reduction 
was issued in November 1951, but 
in January 1952 the Cook County 
Inspection Bureau and the [Illinois 
Inspection Bureau successfully pe- 
titioned for a stay of the order. 

In Michigan the fire insurance 
rates have also been reduced. There 
has been a 12.5 per cent decrease 
on fire resistive construction, 15 


Write For Our Complete Pump Brochure 


The Herb-Mueller Unit is Designed, Built and Guaranteed 
By The Pioneer Manufacturers of Ether-Vapor-Vacuum 
Equipment 


per cent reduction on brick build- 
ings and contents, and 7.5 per cent 
decrease on frame buildings and 
contents. This revised rate sched- 
ule comes to a 13.6 per cent saving 
or about $34,000 per year. 


7 330 SOUTH HONORE STREET CHICAGO 12, ILLINOIS 
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Fund's Grants To Aid 
Heart Disease Research 


Grants and fellowships totalling 
more than $810,000 for research 
in the field of heart disease were 
announced recently by the Life 
Insurance Medical Research Fund, 
an organization of 145 United 
States and Canadian life insurance 
companies. 

The awards include $664,386 in 
grants-in-aid to university hos- 
pitals and research centers, and 
$139,925 which will be used in 
supporting 40 scientific fellowships 
for young men and women. The 
grants-in-aid will make possible 
52 individual investigations to be 
carried on in 23 states, three 
Canadian provinces; and Puerto 
Rico. 


Lung Cancer: Leading Fatal 
Respiratory Tract Disease 


Lung cancer now leads all other 
diseases of the respiratory tract 
as a cause of death among white 
men in the United States, taking 
a higher toll than either respira- 
tory tuberculosis or pneumonia, 
Metropolitan Life Insurance Com- 
pany statisticians report. 

The 1950-1951 death rate from 
respiratory cancer for males among 
the company’s industrial policy- 
holders was 25.7 per 100,000; the 
rate for respiratory tuberculosis 
21.9 per 100,000, and that for 
pneumonia 14.6. The excess of the 
cancer rate over that for tuber- 
culosis and pneumonia is most 
marked at the older ages. 

The death rates from respiratory 
cancer, the statisticians observe, 
vary widely over the United 
States, and are generally highest 
in the Northeast and lowest in the 
South, the maximum rates being 
approximately six times the min- 
imum figures. These geographic 
variations reflect, in part at least, 
differences in the age, sex, and 
color composition of the popula- 
tion, as well as differences in re- 
sources for finding new cases. 

Whatever success can be 
achieved in the control of respira- 
tory cancer, it is pointed out, de- 
pends mainly upon continuing 
popular education in the symp- 
toms of the disease and the pro- 
motion of measures for early 
detection and treatment. Periodic 
medical and x-ray -examinations 
are set forth as the most produc- 
tive means of detecting cases 
early. 
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HILL-ROM announces 0d a new 
MOTOR-DRIVEN 


HIGH-LOW BED 


with tremendous safety factors, time-saving 


conveniences and long-life expectancy 


Sealed Motor Unit 
— permanently 
lubricated 


Aircraft Cables 
—with a total 
breaking strength 
of 8,000 Ibs. 


Motor and Gear 
Keducer designed 
for ten years 
constant service 


Motor and All 
Wiring completely 
grounded 


Switch Box 
conveniently located 
for nurse 


Two-Crank 
Trendelenburg 
Spring. Large, 
ball-bearing Casters 
with brakes on two 
wheels 


Bed Panels 

of 5-ply laminated 
wood construction 
with stainless steel 
channel protecting . 
the top edge 


Shipped Completely 
Assembled with 
exception of head 
and foot panels 


* This new Hill-Rom No. 60 Motor-driven High- 
Low Bed combines many new design and construc- 
tion features that make for increased safety, time- 
saving convenience and long service life. The motor 
and gear reduction unit, for example, are designed 
and rated for a minimum service life of 10 years 
constant service, based on 10 hours per day seven 
days per week. Under the most extreme circum- 
stances these units would seldom—if ever—be in 
actual operation inore than 30 minutes daily. 

The 5-ply laminated wood panels are furnished in 
pencil stripe walnut, rift oak or Korina finish, and 
are attached to the bed by means of stainless steel 
clips. The bed is equipped with large ball-bearing 
casters, with brakes on two wheels. 

Folder giving complete information will be sent 
on request. 


HILL-ROM COMPANY INC., BATESVILLE, INDIANA 
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Doctors in the News 


Six Thousand New Doctors 
To Begin Interning, July 1 


On July 1 more than 6,000 new 
doctors from United States medical 
schools will begin internships at 
hospitals throughout the country. 
As a result of a national matching 
plan, now in its second year of 
operation, 95 per cent of the in- 
terns will complete their formal 
medical training at the hospital of 
their first or second choice, ac- 
cording to a report on the recently 
completed program in the April 
issue of The Journal. of Medical 
Education. Eighty-five per cent of 
the students received their first 
choice internship. 

The national matching plan was 
set up last year to lessen difficul- 
ties caused primarily by the dis- 
parity between the number of 
internships and doctors available 
to fill them. The difference be- 
tween the number of internships 
and available new doctors con- 
tinued this year at about the same 
rate. While 6,033 students partici- 


pated in the plan, some 10,971 in- 
ternships were offered. 

The plan is now known as the 
National Intern Matching Program, 
Inc. 


Dr. Bartelme To Head 
Cerebral Palsy Research 


The appointment of Dr. Phyllis 
F,. Bartelme to head an extended 
program of research into the care, 
treatment and training of cerebral 
palsied children at Blythedale, 
Valhalla, N. Y., has been an- 
nounced by Jacob Reingold, execu- 
tive director of the orthopedic 
hospital and rehabilitation center 
for children. Dr. Bartelme is the 
co-author with Drs. Julius H. Hess 
and George J. Mohr, of the text, 
“The Physical and Mental Growth 
of Prematurely Born Children.”’ 

The new study will consider both 
the medical and nonmedical fac- 
tors in the care and rehabilitation 
of cerebral palsied children. The 
research is being financed by a 
grant from the Association for the 


Doctor, Advertising Executive — 


Aid of Crippled Children. 

Before her appointment to 
Blythedale, Dr. Bartelme was con- 
sulting psychologist and national 
field representative for the Nation- 
al Society for Crippled Children 
and Adults. She has also served as 
psychologist for the Northern Cali- 
fornia Cerebral Palsy program and 
a member of the medical center 
staff at the University of Cali- 
fornia. 


Receive Gold Heart Awards 


Dr. Haven Emerson, a leader in 
the public health field for nearly 
half a century, and Bruce Barton, 
advertising executive and author, 
recently received the Gold Heart 
award for their outstanding con- 
tributions to the progress of car- 
diovascular medicine and the heart 
program. 

Dr. Emerson was a founder of 
the American and the New York 
Heart Associations. Mr. Barton has 
served for three years as national 
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ADHESIVE PLASTER 


Gives You These Outstanding Advantages 


MAXIMUM ADHESION. Double Seal clings with unusual firmness to any surface 
because of the special formula used in preparing the mass. 


MAXIMUM TACK. Double Seal adhesives grasp quickly because their consistency 
is — in manufacture to maintain constantly their softness and adhesion 
qualities. 


MINIMUM “CREEP”. Double Seal laboratory technicians have combined firm 
adhesion with a pliable backing to compensate, in a great degree, for the 
constant contraction and relaxation of the muscles. This also minimizes the 
untidy appearance of “‘wrinkles’’ and allows dressings to remain neatly in place. 


LOWER PRICED FOR ECONOMY. In addition to all these 

features Double Seal adhesive plaster is competitively priced to satisfy the 

most stringent budget requirements. 
Available in 12” x 10 yard rolls in V4", Yo", I", 2”, 3”, 4” cuts as well as standard 
assortments. Also available in individual cartridge 

THE DOUBLE SEAL precision quality line also includes: Elastic Bandages . . Moleskin . . 


Kurotex .. Tubegauz . . Gauze Bandages . . Cottons . . Elastic All-Cotton Bandages. . 
Adhesive Foam . . Foam Rubber . . Plaster of Paris Banaages. 


quality 


spools in standard sizes. 


62 W. 14th St., New York 11 


WRITE FOR CATALOG—Surgical Supply Division 
THE SCHOLL MFG. CO., INC., 213 W. Schiller, Chicago 10 
727 E. Washington Bivd., Los Angeles 27 
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chairman of the Heart Fund cam- 
paign. 

The association’s distinguished 
service silver medallion was pre- 
sented to Dr. Irving S. Wright, 
retiring president of the American 
Heart Association. The first annual 
Howard W. Blakeslee award of 
one thousand dollars for outstand- 
ing scientific reporting in the car- 
diovascular field was received by 
Wade Arnold, executive producer 
of the National Broadcasting Com- 


pany. 
Doctors’ Memberships Cancelled 


Four hundred sixty-four physi- 
cians have lost their membership 
in the American Academy of Gen- 
eral Practice because of their fail- 
ure to fulfill their postgraduate 
study requirements. The academy 
requires its members to fulfill 50 
hours of postgraduate study every 
year. 

Dr. R. B. Robins, the academy’s 
president, stated that “the total 
membership in 50 state chapters 
(including the District of Columbia 
and Hawaii) exceeds 16,000 and 
the great majority of members 
are more than keeping up with 
their postgraduate education. 

“The entire purpose of the for- 
mation of the academy five years 
ago was to raise the standards of 
general practice.” By demanding 
postgraduate study each year, the 
academy is assured that its mem- 
bers are keeping up to date on the 
latest medical developments, Dr. 
Robins said. 


18 Doctors Set Up Office 
In Princeton Medical Unit 


The Princeton Hospital Medical 
Arts Building, first envisioned by 
hospital planners in the late 1930's, 
is approaching completion and 18 
physicians are in the process of 
moving their offices into the new 
275 thousand dollar structure. 

The new unit is one of the few 
doctor’s buildings of its kind in 
the country. It brings the hospital 
a great deal closer to what Curtis 
W. McGraw, president of the 
Board of Trustees, terms “its long 
range objective of developing a 
thoroughly modern community 
health center.” 

With the completion of the 
building, the hospital has trans- 
lated into fact a program that has 
been endorsed by the American 
Hospital Association and such 
medical planners as the late Dr. 
Claude Munger and Dr. Robin 
Buerki. 
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Employes, Patrons 


when you install | 
EMERSON-ELECTRIC 


Now’s the time to install the breeze- 
making fan equipment that will keep 
spirits and efficiency wp during the 
hot months ahead. Emerson-Electric 
| Air Circulators give large-volume, 
penetrating breezes, to keep your 
people comfortably and pleasantly 
cool all summer and for years to 
come. Send today for complete in- 
stallation data. 


THE EMERSON ELECTRIC MFG. CO. 
St. Lovis 21, Mo. 


EMERSON-ELECTRIC Air Circulators 


Backed by the famous 5-Year Factory-to-User Guarantee, these 
powerful fans are available in 24” and 30” blade sizes, with two- 
speed, ball-bearing capacitor-type motors lubricated for 6,000 
hours’ service. Your choice of floor, counter, 
wall or ceiling mountings. For further infor- 
mation see your electrical contractor or write 
for Bulletin No.714. 


NEW! 
Roll-about Air Circulator 
Versatile! Brings cooling 
breezes anywhere, anytime. 
18” deep-pitched blades and 
two-speed motor assure large 
air delivery. Height adjusts 
28” to 48”. Silver gray 
finish, heavy safety guards. 
5-Year Guarantee. 


EMERSON ELECTRIC 
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BLUE CROSS-—PREPAID CARE 


J. E. Stuart Re-elected Chairman 


James E. Stuart, executive di- 
rector of the Hospital Care Cor- 
poration, Cincinnati, was re- 
elected chairman of the Blue Cross 
Commission of the American Hos- 
pital Association at the commis- 
sion’s meeting held in connection 


with the annual conference of 
Blue Cross plans in Hollywood, 
Fla., April 12-16. 

Mr. Stuart has served as exec- 
utive director of the Cincinnati 
Blue Cross plan since 1942. Prior 
to that time he was the director 


Announcing the 


STERILE 
FLUIDS 
PUMP 


A Low Cost, Portable Instrument 
for Positive Control 

in Pumping Blood, Plasma, 

and Sterile Fluids 


{ 
Here is ——— a long-felt need for 


ment permitting increased speed in transfusions. The AO Sterile 
Fluids Pump may be clamped onto any available irrigation stand 
. » « with the aid of a simple adapter set, standard transfusion 
equipment can be used. For emergency use, it may be operated 
while held in the palm of the hand. If desired, it can be returned 
instantly to gravity feed. 


Since no part of the AO Sterile Fluids Pump contacts the 
fluid, the pump does not require sterilization. See your AO Rep- 
resentative, or write Dept. 5-200. 


y American Optical 


U3) INSTRUMENT DIVISION 


BUFFALO 15, MEW YORK 


of Public Welfare of Hamil- 
ton County (Cincinnati) for 
two years; associate director of 
the Hamilton County Community 
Chest for three years; and execu- 
tive director of the Child Welfare 
Board for four years. 

Abraham Oseroff, vice-president 
of the Hospital Service Association 
of Pittsburgh, was elected vice- 
chairman of the commission, suc- 
ceeding J. Philo Nelson of San 
Francisco. Robert T. Evans, execu- 
tive director of the Blue Cross 
Plan for Hospital Care, Chicago, 
succeeded Mr. Oseroff as treasurer. 

New members of the commission 
are: Elmer F. Nester, executive di- 
rector of Group Hospital Service, 
Inc., St. Louis; D. Lane Tynes, 
executive director of the Blue 
Cross Hospital Plan, Inc., Louis- 
ville; Frank F. Dickson, executive 
director of the Northwest Hospital 
Service, Portland, succeeding N. D. 
Helland of Tulsa; M. Haskins 
Coleman of Richmond; and J. Philo 
Nelson of San Francisco, respec- 
tively. 

Dr. Kenneth Babcock, director 
of Grace Hospital in Detroit, was 
named to serve on the commission 
as one of the three representatives 
of the American Hospital Associ- 
ation, replacing Dr. E. Dwight 
Barnett of Columbia University. 

The five-day meeting was de- 
voted to Blue Cross and Blue 
Shield meetings and to one joint 
session of the two groups. At the 
joint session David J. McDonald, 
president of the United Steelwork- 
ers of America, CIO, discussed 
labor’s stake in health care and 
reminded the groups that although 
the steelworkers had selected Blue 
Cross protection, they still be- 
lieved the Blue Cross Plan does 
not offer all of the features they 
desire. 

A. H. Gunn, vice-president of 
the J. Walter Thompson Company, 
Chicago, proposed a national ad- 
vertising program for Blue Cross 
and this was accepted later in the 
conference by Blue Cross and, in 
principle, by the Blue Shield 
group. The plans, in effect, have 
authorized their commissions to 
solicit support from individual 
plan organizations to finance ad- 
vertising in national magazines. 

On the second day of the con- 
ference Richard M. Jones, director 
of the Blue Cross Commission, 
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reported on activities resulting 
from the national action program 
adopted by the plans four years 
ago in Hollywood, Fla. He said 
that great progress has been made 
although many areas of effort are 
yet unaccomplished. 

A special committee reported on 
experience ratings in enrollment 
of Blue Cross groups and agreed 
that experience ratings are incom- 
patible with the purposes and 
philosophy of Blue Cross. The com- 
mittee contended that experience 
ratings upset the principle of 
spreading hospital care over the 
entire community and give prefer- 
ence to large, employed groups, 
thus creating hardships on smaller 
groups. Then the committee rec- 
ommended that all plans resist 
pressures from outside groups 
favoring experience ratings; this 
recommendation was adopted by 
the entire conference later in the 
meeting. 

Later in the program Dr. Madi- 
son Brown, executive vice-presi- 
dent of the Roosevelt Hospital, 
New York, defined the responsi- 
bilities of plans and hospitals to 
establish mutual working relation- 
ships which will contribute to the 
strength of Blue Cross plans and 
hospitals everywhere. Harry 
Becker, associate director of the 
Commission on Financing of Hos- 
pital Care, presented a compre- 
hensive report on the findings of 
the commission relating to Blue 
Cross growth and experience. 


Blue Cross Radio Documentary 


A 15-minute radio documentary, 
“Farewell to Fear,” broadcast on 
April 18, related the story of the 
growth and the expansion of serv- 
ices of the Blue Cross and Blue 
Shield plans. This program was 
developed by the New York Blue 
Cross plan in conjunction with the 
public affairs department of the 
National Broadcasting Company. 


Blue Cross Enrollment 
Reaches All-time High 


More than 44 million people are 
now enrolled in Blue Cross plans, 
according to Richard M. Jones, di- 
rector of the Blue Cross Commis- 
sion of the American Hospital 
Association. This is an all-time 
high for the nonprofit hospitaliza- 
tion plans which have been ap- 
proved by the American Hospital 
Association. 

“This is nearly 28 per cent of 
the entire population,” said Mr. 
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DAHLBERG HOSPITAL PILLOW RADIO SERVICE 


ra 
5 New Over 1,025 Dahlberg 
Installations in Leading Hospitals 
Throughout the United States 


FREE RADIO SERVICE FOR YOUR HOSPITAL! 
Eliminate Radio Noise!—Enjoy a Quiet Hospital!—Profit 
Without Investment!—Dahlberg provides: (1) A Dahlberg Con- 
trolled Volume Pillow Radio for each patient; (2) Local radio service; 
(3) Steady monthly income. Save nurses’ time, keep patients happy, 
free yourself of radio problems without.cost or responsibility. No 
billing—No bookkeeping—No rental—No wiring. Write for full details 
and FREE RADIO SURVEY. 


IT’S QUIET! Only one patient 
hears the Dahlberg Controlled- 
Volume Pillow Radio. 

NEW COLORS! Blend with room 
decoration. 


PILLOW ‘RADIO SERVICE, 


THE DAHLBERG COMPANY GOLDEN VALLEY MINNEAPOLIS 22, MINN, 
World's Largest Manufacturers of Hospital Pillow Radios 


‘ 1M CANADA: The Dahiberg Company of Canada, Ltd., 1360 Greene Ave., Montreal, Qi Be 
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Jones. “In many areas the per- 
centage is much higher. For in- 
stance, the plan covering the 
Lehigh Valley area in Pennsyl- 
vania has enrolled 78 per cent, the 
Rhode Island plan, 76 per cent, 
and the Cleveland plan, 68 per 
cent. Of the 87 Blue Cross plans, 
36 exceed the national average, 
percentagewise, in that they have 
enrolled more than 28 per cent of 
the population in their respective 
areas.” 


Blue Shield Plans Report 
25 Million People Enrolled 


More than 25 million people are 
now enrolled in Blue Shield plans, 
according to Frank E. Smith, di- 
rector of the national Blue Shield 
Commission. “This enrollment con- 
stitutes 16 per cent of the entire 
population,” Mr. Smith said. “Some 
of the plans top this average by 
a wide margin; Delaware leads 
with 59 per cent of the state’s 


> 
4 
‘ 


» 
< 


40 
AIR\ AY-NEEDLE 


Save Valuable Time in 
Preparing for and 
Administering Intra- 
Arterial and Intravenous 
Infusions 


The 


EDISON 


CLAMP 


whole blood, plasma and 


other fluids undef pressure for emergencies is 
simplified and speeded up by this clamp. 

The EDISON Airway-Needle Clamp is an ad- 

" junet to pressurized filter sets. This “pocket-size” 

converts the disposable fluid bottle and 


fag ts to a pressure infusion system. This device 
clamps the airway-needle in the rubber stoppers 
of various sizes of bottle, necks by a simple and 
quick acting spring. 

Made of chrome plated brass accurately ma- 
chined — can be washed or autoclaved — contains 
an easily’ disposable cotton gauze filter — filters 
air—adapter for manometer available—adapter for 
manometer and second bottle available. 


Ask your dealer for literature 


Q 
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Stuyvesant Falls, N. Y. * Watertown, Mass.* West Orange, N. J. 


YOU CAN ALWAYS RELY ON EDISON 


population enrolled, and the Dis- 
trict of Columbia ranks second 
with 45 per cent. Michigan leads 
numerically with an enrollment of 
2,748,923 persons.”’ 


A total of 208 million dollars was 
paid in benefits during 1952; this 
was 80 per cent of the plans’ in- 
come for the year. The national 
average of operation was brought 
down to a new low of 12 per cent. 


Central Pennsylvania Plan 
Pays One Million Dollars 


During the first two months of 
1953 more than a million dollars 
have been paid to hospitals for the 
care of Blue Cross members in 
Central Pennsylvania. 


Clement W. Hunt, executive di- 
rector of the Blue Cross plan, 
said that payments for January 
amounted to $635,598.07, and for 
February $630,246.74 for 6,215 
cases, making a total of $1,265,- 
844.81 for the two-month period. 


He further stated that the finan- 
cial report for the year 1952 in- 
dicates a return to subscribers in 
hospital care of 90 cents out every 
dollar received in_ subscription 
rates. 


Appoint Claims Manager 


William J. Warhurst has been 
appointed claims manager of the 
Hospital Service of California, 
Oakland, (Blue Cross), according 
to a recent announcement made 
by J. Philo Nelson, executive di- 
rector of-the plan. 

A graduate of the University of 
California, Mr. Warhurst has been 
serving as claims auditor with the 
service since 1948. 


One-half of N. y. Population 
Covered by Blue Cross Plan 


Enrollment of 256,985 new mem- 
bers in Associated Hospital Serv- 
ice, New York’s Blue Cross plan, 
during 1952 brought the total en- 
rollment to 5,180,438, nearly one- 
half the population in the area 
covered by the plan, according to 
Charles Garside, president and 
chairman of the board. 

A total of $66,034,021.26 was 
paid to hospitals for the care of 
569,009 members. Of the total 
amount paid, 14 per cent was for 
maternity benefits; 38 per cent for 
members requiring medical care 
in the hospital; and 48 per cent for 
those requiring surgical care in 
the hospital. 
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HOSPITAL ADMISSIONS 


ADMISSION-STAY 


The Blue Cross admission rate 
during February 1953 was 136 in- 
patients per 1,000 members. This 
marks an increase of four per 
1000 members (3.03 per cent) 
over the experience of the previ- 
ous month. 

The average length of stay for 
hospitalized Blue Cross members 
decreased from 7.38 days in De- 
cember to 7.25 days in January. 

Blue Cross plans provided an 
average of 845 inpatient days per 
1000 members during January 
1953. This represents a decrease of 
78 days per 1,000 members, or 
8.45 per cent, over the December 
1952 experience. 


67th Blue Cross Hospital Opens 
In Oregon and Clark County 


When the new Santiam Memori- 
al Hospital in Stayton, Ore., opened 
its doors March 29, it became the 
67th Blue Cross participating hos- 
pital in Oregon and Clark County, 
Washington, according to Frank F. 
Dickson, executive director of 
Northwest Hospital Service. 

The hospital also became eligible 
for participation in the nationwide 
Blue Cross Inter-Plan Service 
Benefit Bank. This is a reciprocat- 
ing arrangement through which 
tourists and travelers, who are 
members of Blue Cross, may re- 
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ceive local hospitalization. During 
1952 Oregon hespitals furnished 
5,439 days of hospital care through 
the bank, pay for which was guar- 
anteed through this unique ar- 
rangement. 


J. F. Coleman 1953 President 


James F. Coleman, executive 
vice-president of the United Medi- 
cal Service, Inc., New York’s Blue 
Shield Plan, was elected president 


and a member of the board of di- 
rectors at the plan’s annual meet- 
ing, March 24. Mr. Coleman suc- 
ceeds Dr. Charles Gordon Heyd, 
who will continue to serve the 
corporation as chairman of the 
board. 

Mr. Coleman came to the serv- 
ice as executive vice-president in 
1950. Prior to his appointment, he 
was actuary of the group depart- 
ment of a life insurance company 
in Massachusetts, 


NEW PATENTED 
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300 


PILLOW SPEAKER 


ANSWERS YOUR 


PILLOW 
SPEAKER 


PICTURED IN 
ACTUAL SIZE! 


3” diameter, thick 


For original installation, or re- 
placement, insist on the Wright- 
Zimmerman Model 300 Dynamic 
Pillow Speaker. 


The excellent tone 
this small, flat, light-as-a-feather 
speaker has merited enthusiastic re- 
sponse for use as a personalized 
pillow speaker in hospitals. 

The unbreakable stainless steel 
core makes it so rugged in construc- 
tion that it is virtually indestructible. 
WRIGHT-ZIMMERMAN .. . Manufac- 


turers of +4 Television and Radic 
Speckers. Write for Catalog. 
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New Beekman-Downtown Hospital 


SERVES FIVE TIMES MORE OUTPATIENTS 


The new $5,500,000 Beekman- 
Downtown Hospital at 170-180 
William Street, New York City, is 
the first voluntary general hos- 
pital to be built in Manhattan in 
20 years. The new eight-story, 
170-bed hospital, which was dedi- 
cated on April 7, will serve the 
downtown New York business 
community where the daytime 
population is estimated at a mil- 
lion people. The new hospital will 
be able to treat five times as many 
clinic or outpatients as the old and 
it will be able to handle 175 thou- 
sand health reviews a year. 

The new structure is of modern 
design and U-shape in form, thus 
providing for southeast and south 
sunshine in the majority of the 
facilities. The plan, together with 
a decor involving 45 pastel colors, 


THE NEW eight-story, light gray brick Beekman-Downtown Hospital 
of modern design features a U-shaped plan, surrounding a broad 
courtyard, which provides for southeast and south sunshine in the 
majority of facilities. It is constructed of reinforced concrete. 


NURSES’ residence consists of 11 apartments and 
15 single bedrooms. The two nurses pictured are 
relaxing in a typical sitting room of an apartment. 


THE ORTHOPEDIC room in the third floor operat- 
ing suite of the new hospital features a fracture 
table, which permits x-ray during an operation. 


THE OLD hospital at Beekman and Water Streets was a three 
story building in 1910. In 1922 four stories were added to the 
structure and the name was changed to the Beekman Hospi- 
tal. In 1945 Buekman and Downtown Hospitals consolidated. 
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SIZE FOR EVERY USE... 


DOZEN USES 
FOR EVERY 


andy, machine-made Carotas Cotton Balls save time and money— 
all through the hospital. 


Cheaper by far than gauze sponges and soft as only cotton can be— 
they’re gentle to tender or traumatized tissues and fully absorbent of 
moisture .. . useful in dozens of ways in every hospital department. 


Carotas Cotton Balls are firmly spun from fine quality, long-fibered 
cotton. They’re uniform in size, compact and resilient, completely free 
from nibs and wispy ends. 


Super 2000 per case 
Special 2000 per case 
Supplied in five sizes Large 2000 per case 
Medium 4000 per case 
Small 8000 per case 


Won't you write us for a sample and a copy of our Price List? 


Cotton Company 


DIVISION OF BARNHARDT MANUFACTURING CO., INC. 
CHARLOTTE 1, NORTH CAROLINA 
RO 
* Hospital 


MANUFACTURED WHERE GROWN Supplies 
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FOR ALL YOUR GARMENT NEEDS 


CAROLINA-MAID 


Carolina’s Complete Line of Hospital Apparel 


Caps and masks ©° Binders and accessories 


Gowns for patients, surgeons, residents, nurses 


CAROLINA-MAID is made for service ... made to wear like iron for 
months on end. Only the finest-quality fabrics are used— fabrics that are 
soft, for comfort, but rugged and strong for a long and rip-proof life. 


Hospital executives who are cost-conscious—as who isn’t, nowadays? 
—will appreciate these practical features of the Carolina-Maid line: 


® Made from specially selected fabrics 
@ Every stress point is bar tacked 

@ All joining seams are 2-needle stitched 
®@ Tie tapes are securely bar tacked 


® Twill tape reinforcement is stitched to every yoke 
before the yoke is stitched to the garment 


® Hems are double turned and lock stitched 


® All garments are generously cut to 
full size from well-designed functional 
patterns to provide roomy, comfort- 
able fit and neat, trim appearance 


Send for our Catalog and Price 
List of Hospital Garments and 
Accessories. Also Catalog 10I, | 
our Infants’ and Children’s Line. 


DIVISION OF 
BARNHARDT MFG. CO., INC. 


Cotton Company 


CHARLOTTE 1,NORTH CAROLINA | 


QUALITY PRODUCT 


SSE 


| 
| 
> 
‘ay 
> 
\ 
' 
| 
AI 
\ 
4 
| 
| 
| 
| || 
Carckna 
y 


produces a cheerful environment 
for hospital patients and staff. 

The medical equipment and fur- 
niture in the hospital cost almost a 
half million dollars. Among the 
expanded services at the hospital 
will be the Department of Physical 
Medicine and Rehabilitation, in 
cluding physiptherapy, occupa- 
tional therapy, hydrotherapy, rec- 
reation room and a gymnasium. 
To facilitate the. health review 
service, the hospital structure pro- 
vides eight private offices for doc- 
tors and six x-ray rooms. 

A fully air-conditioned suite of 
four operating rooms with aux- 
iliary facilities is furnished with 
special carbon black terrazzo floors 
permitting controlled dissipation of 
static electricity to reduce the 
danger of anesthetic explosion. All 
auxiliary equipment is of stainless 
steel and the latest type finger-tip 
control operating lights of high 
intensity are installed throughout 
the hospital. 

The fracture ward of the hos- 
pital is of particular interest. It 
is cross-lit and has 20 beds sub- 
divided by glass partitions into 
three wards to permit ready con- 
trol and supervision with the mini- 
mum of personnel. 

A complete wing for the out- 
patient department provides wait- 
ing and case screening facilities, 
including Social Service and com- 
pensation cases. 

The 24-bed ward for male pa- 
tients consists of two two-bed and 
five four-bed wards with appro- 
priate auxiliary rooms. The chil- 
dren’s ward of 12 beds has two 
two-bed and two four-bed wards, 
a nursery for three cribs, play 
area and dietetic facilities. The 
children’s ward is paticularly in- 


A SEMI-PRIVATE room in the H. Sylvia A.H. 
GS. Wilks private wing is shown below. The 
wing has 13 private and 36 semi-private 
beds in large rooms with overbed tables. 
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teresting for its gay murals of 
washable wallpaper. The women’s 
ward contains 15 beds consisting 
of one four-bed, one five-bed and 
two three-bed wards, together with 
a large, pleasantly furnished and 
decorated day room. 

The entire seventh floor is given 
over to pleasant and spacious liv- 
ing-bedrooms and suites for nurs- 
es. The eighth floor accommodates 
living quarters for 10 resident doc- 
tors, the superintendent and assis- 
tant superintendent. On this floor 
are also an outdoor recreation 
deck, a solarium and sun deck. 


The kitchen is furnished with 
the latest type stainless steel 
equipment and includes a bake 
shop. The especially developed ex- 
haust system for the ranges and 
steam tables are designed to pre- 
vent grease fires. 

During its 46 year history the 
hospital has undergone many man- 
agement changes. From 1906 to 
1922 the hospital was operated by 
the Volunteers of America. The 
first four years it was known as 
St. Gregory’s Emergency Hospital 
of the Volunteers of America and 
was situated on Gold Street. Four 


A FOUR-BED weed on the fourth floor features curtain dividers and overbed tables. 


EACH BED in the I!-bed fracture ward is equipped with a Balkan frame attachment. 
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years later a new three-story 
building, known as the Volunteer 
Hospital, was built at Beekman 
and Water Streets and 12 years 
later four additional stories were 
added to that structure. 


In 1922 the present directorate 
took over the hospital and the 
name was changed to the Beekman 
Street Hospital. In 1940 the Beek- 
man Street Hospital, the Bowling 
Green Neighborhood Association 
and the Downtown Community 


House were consolidated into the 
Beekman Hospital. In 1945 the 
Beekman and Downtown Hospitals 
were consolidated into the Beek- 
man- Downtown Hospital. Six 
years later the Beekman-Down- 
town Hospital and the Alice Man- 
delick Flagler Foundation were 
consolidated. 


The new hospital of 1953 opened 
its doors debt-free on April 7 with 
an endowment fund of approxi- 
mately two million dollars. Dr. 


‘Look! the 


I don’t need three bands” 


cried the oxygen therapist. 


“You know / thought no oxygen tent 
worked smoothly and easily—that you 
had to fumble with loops, canopies, 
clamps and filter. that you needed 3 

hands for the job.” 


May we say that the Third hand is 
still necessary—but with the Melco 
Oxygen Tent it’s built-in... 


For once extended, Melco’s unique 
canopy clamp is the extra hand that 
saves you work. It holds the clamp ex- 
tended, while with doth hands free you 
place the collar of the canopy in posi- 
tion—And it holds the canopy there 


Cht... 


while you drop in the special fiberglass 
filter. 

It’s the same hand that holds the 
canopy in a tight, sure, four-sided seal 
simply by locking the clamp closed. 


And there are other unseen hands 
working for you in a Melco Oxygen 
Tent—hands like the Snap-Lock Can- 
opy Boom and the Visi-Glow Instru- 
ment Panel. 


Mr. Administrator if you're con- 
sidering new equipment why not in- 
spect the Melco Oxygen Tent—the 
unit with the extra hands. 


Why not write today for further information and your new, 1953 
catalog of complete oxygen therapy equipment. 
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STANDARD 
MELCO TEN 
FULLY APPROVED 


166 


The Melco High Humidity Oxygen Tent 


Provides “super-moist air” (100% relative humidity plus free 
moisture in suspension), with complete contro/ of temperature, 
without precipitation. Write today for full story. 


Marsh McCall is medical director 
and Dr. Robert H. Kennedy is the 
surgical director. 

Mabel Davies, superintendent of 
the hospital for 28 years, has seen 
her dreams come true of a new 
modern Beekman-Downtown Hos- 
pital, where she will continue to 
supervise the care of the sick of 
New York City, whether he be an 
indigent from the Bowery or a 
pompous financier from Wall 
Street. 

Miss Davies became a life mem- 
ber of the American Hospital As- 
sociation in 1926. She was recently 
honored by being depicted in a 
mural as the inspiring central 
figure of the hospital. 


Institutes 
(Continued from page 6) 


Institute for Nurse Anesthetists—June 22-26; 
Boston (Somerset Hotel). 


Institute on Purchasing — October 19-23: 
Philadelphia (Penn Sheraton Hote!). 


Institute on Dietary Department Administra- 
tion — October 26-30: New York [Park 
Sheraton Hotel). 


Institute on Supervisory Training—November 
2-6; Chicago (Edgewater Beach Hotel). 


Institute on Hospital Laundry — November 
9-13; New York (Park Sheraton Hotel). 


Institute on Hospital Housekeeping — No- 
vember 16-20; Boston (Somerset Hote!). 


Institute on Nursing Service Administration 


December 7-11; New Orleans (St: Charles - 


Hotel). 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Lodi—-Lodi Memorial Hospital 


COLORADO 
Denver—Booth Memorial Hospital 


DISTRICT OF COLUMBIA 
Washington—The Children’s Convalescent 
Home 
Washington—Memorial Hospital Associa- 
tion of West Virginia 
GEORGIA 
Commerce—Commerce Hospital 


IDAHO 
Pocatello—St. Anthony Mercy Hospital 


ILLINOIS 
Belvidere—Highland Hospital 
Chicago—Louis A. Weiss Memorial 

Hospital 

INDIANA 
Bremen—Community Hospital 
Greenfield—Hancock County Memorial 

Hospital 
New Albany—Memorial Hospital of Floyd 
County 

Corning—Rosary Hospital 
De Witt—De Witt Community Hospital 
Onawa—Onawa Hospital 

KANSAS 


Oakley—Logan County Hospita 
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TWICE AS MANY RECORDS 
IN THE SAME AREA 


with the revolutionary NEW 


H 


—s Saves up to 60% of floor space with 
2 — @ Increased efficiency! @ Greater record 
Accessiblity ! 
| @ Easier operation! 
j ' @ Faster filing! @ More economy! 


|| __---"_ The Visi-Shelf Filing System is now in use at: 


Columbus Hospital, New York Boston Floating Hospital, Boston 

Jewish Hospital, Brooklyn St. Josephs Hospital, Lowell 

Jewish Memorial Hospital, New York Soldiers Home, Chelsea 

Presbyterian Hospital, New York Blackwell Gen‘! Hospital, Oklahoma 

Loretto Hospital, Chicago Childrens Hospital, Pittsburgh 

Henry Ford Hospital, Detroit City of Cleveland Hospital, Ohio 

Sinai Hospital, Detroit Receiving Hospital, Detroit 

All Souls Hospital, Morristown Mo 

Medical Center, Jersey City te ‘4. one Memorial Hospital, 

Arizona State Hospital, Phoenix Coneaare 

Johns-Hopkins Hospital, Baltimore De-Groff Memorial Hospital, N. Y. 
Federal Security Agency, Bethseda 


U. of Maryland Hospital, Baltimore 
Mercy Hospital, Baltimore U. S. Public Health Service, $. |., N.Y. 


For a survey of your department and complete details write: 


VISI-SHELF FILE INC. 


105 CHAMBERS STREET NEW YORK 7, N. Y. 


BASCO Quality —that is! 


When you buy BASCO bags or aprons you get quality that's 
Woven into the fabric and sewed into the product. That's 
why they wear longer and don't fall apart at the seams. It 
pays in longer service to get BASCO Bags and aprons that 
can take hard usage and carry the load. 


Laundry Bags—Hamper Bags 
Waste Bags 


In all weights of Sheetings, Ducks, Drills, Hickory Stripes 
and Denims. Made to your specifications and up to our 
standards. 


APRONS to meet every requirement—DuPont Neo- 


prene and Plastic—Duck and Denim. 
Butchers’ Aprons — Laboratory Aprons — Cooks’ Aprons — 
Dishwashers’ Aprons. 


Let us know your needs for these products. If they're not 
in stock, we'll tailor-make them for you. Send for literature 
and prices! 


Shower Curtains @ Mattress Covers @ Allergic Pillows 
Painters Drop Cloths @ Rubber Sheeting 


Jobbers or Dealers — Write for our interesting proposition. 


ASSOCIATED BAG & APRON CO. 


PHONE Albany 2-7121 2650 W. BELDEN AVENUE 
CHICAGO 47 
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takes the guesswork 


out of O, therapy 


AND-O-METER—a new patented device which meas- 
ures the amount of oxygen actually received by the 
patient. Although itis convemently compact, weigh- 
ing only 8 ounces, it accurately indicates up to 
24,000 liters. 


AND-O-METER offers these advantages: 


SCIENTIFICALLY ACCURATE— The And-O-Meter 
readings of actual amounts of oxygen used, con- 
tinuously or intermittently, are accurate guides to 
charges for oxygen dispensed. Accurate records of 
the oxygen dispensed permit charges equitable to 
both hospital and patient. 


BETTER PATIENT CARE— The And-O-Meter en- 
ables the doctor to correlate the exact amount of 
oxygen used with the therapeutic response. 


DEPENDABLY versATILE — The And.O- Meter 
can be used with all types of oxygen therapy, re- 
gardless of whether the tank is in the room or the 
oxygen is piped in from a central source of supply. 


EASY TO INSTALL — The slip-on hose connection 
and universal bracket are designed to fit all standard 
sizes of tubing. 

SsimPLE TO USE—The And-O-Meter dial reading 
is marked on an oxygen chart every eight hours. 
These charts serve as permanent records of the vol- 
ume of oxygen used by each patient. 
CONVENIENT TO ComPuTE—An automatic cal- 
culator is furnished which converts the charted 
readings to liters of oxygen used, for easy cost 


accounting. 
Let economical, efficient AND-O-METER take 


the guesswork out of your oxygen therapy billing 
problems. 


FOR AN ILLUSTRATED DESCRIPTIVE 
FOLDER WRITE TO: 


W. E. ANDERSON, INC. 
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KENTUCKY 
Lexington—Central Baptist Hospital 


MICHIGAN 


Flint—Genesee County Tuberculosis 
Sanatorium 


MINNESOTA 
Baudette—Baudette Community Hospital 
Clarkfield—Community Memorial Hospital 
Princeton—Community Hospita 
Red Lake Falls—St. John’s capital 


NEW MEXICO 


Roswell—Eastern New Mexico Medical 
Center 


NORTH CAROLINA 


Greensboro—The Keeley Institute 
Sealevel—Sealevel Community Hospital 


OHIO 
Eye, Ear, Nose & Throat 


St. Township District 
Hospital 
OKLAHOMA 
Claremore—Franklin Hospital 


OREGON 
Enterprise—Wallowa Memorial Hospital 
Nyssa—Malheur Memorial Hospital 

Association 


SINCE 1913— 


PIONEERS IN FUND RAISING 


Our counsel has been a part of more than 3,000 
fund-raising campaigns during the past 40 


... The Past Is Prologue: 
The Future Is Bright! 


TODAY ....IN 1953 


We are directing 36 campaigns, of which 14 
are for hospitals. The goals of these 14 cam- 
paigns total $28,150,000 and range from $250,- 


O00 to $12,000,000. 


Your problems and program may benefit from 
our experience — backed by rigid ethics and 


economical policies. 


AMERICAN CITY BUREAU 


221 North La Salle Street 
Chicago 1, Illinois 


470 Fourth Avenue 
New York 16, N. Y. 


Charter Member American Association of Fund-Raising Counsel 


RHODE ISLAND 
North Providence—Our Lady of Fatima 
Hospital 
SOUTH DAKOTA 
Hot Springs—Lutheran Hospital 


TENNESSEE 
Memphis—Memphis Eye, Ear, Nose & 
Throat Hospital 


TEXAS 
Amherst—South Plains Hospital-Clinic 
Baytown—Fayle Clinic and Hospital 
Levelland—Edgar-Renegar Clinic and 
Hospital 
Palestine—Memorial Hospital 


WASHINGTON 
Seattle—-Sisters of Charity of Providence 


PUERTO RICO 
Bayamon—Hospital Hato Tejas 
San Juan—Clinica Vazquez Trelles 


PERSONAL 


Belt, Leonard E.—Exec. Asst. to Deputy 
Dir.—Department of Public Welfare— 
State of IJl.—Springfield. 

Bergstresser, Thelma—Adm.— Brodstone 
Memorial Hospital—Superior, Neb. 

Berlow, Capt. Leonard— Med. Services 
Admin.—31l7th Med. Troop 
Carrier Wing—New York Cit 

Bines, Capt. William H. Jr.— cec. — 
USAF Hospital—Ellington Air Force 
Base, Texas. 

Boyle, Ethel J.—Supv. Home Economist— 
Ill. Department of Pub. Welfare—Home 
Economics and Nutrition Section — 
Springfield. 

Brown, J. A. Jr.—Asst. Dir.—Greenville 
(S.C.) General Hospital. 

Clark, Raymond Edward—Student of Hosp. 


Admin. — Northwestern University — 
Chicago. 
Cowan, Eleanore B.—Physiotherapist— 


Delaware Valley Hospital—Walton, N.Y. 
Cutter, R. Ammi—Trustee—Mount Auburn 
Hospital—Cambridge, Mass. 
Densmore, Robert C.—Student of Hosp. 
Admin.—University of California—Berk- 


eley. 

Donal, Mrs. Donna M.—Admin. Intern— 
Memorial Hospital—Berkeley, 
alif. 

Dutcher, Merlin W.—Hosp. Auditor—Minn. 
Service Hosp. Association—St. Paul. 

Eames, Clayton E.—Pres.—Redington Me- 
morial Hospital—Skowhegan, Maine. 

Ellison, Fred F.—Contr.—Greenville (S. 
C.) General Hospital. 

Freedman, Abraham — Asst. Dir. — The 
Bronx Hospital—New York City. 

Gadd, John R.—Asst. Dir. —Vanderbilt Uni- 
versity Hospital—Nashville, Tenn. 

Giffin, Margaret— Asst. Dir. — National 
League for Nurs.—Dept. of Hosp. Nurs.— 
New York City. 

Grell, Irene M.—Office Mgr.—Children's 
Hospital—Akron, Ohio. 

Gremore, Kenneth W.—Exec. Secy.—Peo- 
les’ Community Hospital Authority— 
psilanti, Mich. 

Grischy, Robert J.—Student of Hosp. 
Admin. — Northwestern University — 


Hall, James A.—Adm.—St. John’s Luth- 
eran Hospital—Libby, Mont. 

Harding, James G. Supt. — Cleveland 
Clinic Hospital. 

Holubec, Helen—Med. Record Librarian— 
Valley Forge Army Hospital—Phoenix- 
ville, Penn. 

Jones, Margaret C.—Record Librarian— 
The Roosevelt Hospital—New York City. 

King, Basil L.—Admin. sst.—Riverside 
Hospital—Toledo, Ohio. 

Law, John F.—Student—University of 
Toronto. 

Lee, Woodrow—Student of Admin. 
—University of Minnesota—Minneapolis. 

Lewis, Irene D.—Per. Dir.—The Cleveland 
Clinic Foundation. 

Malone, Mrs. June H.—Exec. Hskpr.—Beth 
Israel Hospital—-Boston, Mass. 

O'Meara, Eugene J —Admin. Res.—Indiana 
Universit Medical 

Peeples, azel M., .N.—Secy.-Treas.— 
Fla. State Board of _— Registration 
and Nurs. Education—Jacksonville. 

Plaut, James S.—Trustee—Mount Auburn 
Hospital—Cambridge, Mass. 

Reynolds, Oran J.—-Student of Hosp. 
Northwestern University — 

icago. 

Schlieker, Irene S.—Pres.—Christian Hosp. 
Corporation Board—St. Louis 15. 

Schumacher, Philip K.—Admin. Asst.— 

Rochester (N.Y.) General Hospital. 
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Lakeside 


Stainless Steel 
Heavy Duty 


CARTS 


Hospitals everywhere 


1964 S. Allis 


once AND 


Duty Carts! All-stainless steel . . 
. with these outstanding features: 
A—Heavy duty 4” diameter swivel casters. 
B—Extra heavy angle iron caster framework. 
C—Rubber Bumpers on ends of handles. 

Order your LAKESIDE Carts now! Model 422 (shown) 

only $51.00 FOB Milwaukee. Standard models, dish pans, 

and 5 and 6-shelf tray trucks also available to save 
time and cut costs for you! 


Designed Especially for 
Heavy Duty Hospital Use! 


are choosing LAKESIDE 
. sturdily con 


Heavy 
structed 


} See your jobber or write for folder on complete 
line and dealer's name. 


AKESIDE MFG.CO. 


St. Milweukee 7, Wisconsin 


for safety . 
ented NipGard! 


formule data. 


Designed to meet modern health 
codes. NipGard* Nipple Covers 


DISPOSABLE 
NIPPLE COVER 


| 


There is no substitute 
. . insist 
on the original pat- 


NipGords completely cover the 
nipple and neck of the infant's 
nursing bottle. Hospitals benefit 
from these advantages: 


Quickly applied, save nurses time 
@ Held firmly in place, does not 
jar off @ No breakage, no wash- 
ing @ Space is provided on cov- 
ers for writing identification and 


are used by hospitals requiring 


For High Pressure (autoclaving) 
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Ass 


110 N. MARKLEY ST. DEPT. P 


GREENVILLE, SOUTH CAROLINA 


terminal sterilization. Profession- 
al samples on request. Order 
through your hospital supply 
denle 


THE QUICAP COMPANY, inc. 


for Low Pressure 


flowing sleaon 


For Complete Prices 
and Details 
See Mercer Cataiog— 

Pages 56 to 63 


Copies available 
upon request 


FOR LONGER SERVICE 


AT LOWER COST 
Laboratory-T ested 


VIALS and 
TEST TUBES 


e Automatic machine-made for 
guaranteed uniformity 


e Polariscope-tested to 


strain-free perfection 


sistant quality glass 


insure 
® Chemical, heat and shock re- 


e Distortion-free for clear ex- 


amination of liquids, capsules 


or powders 


SHELL VIALS 
SCREW CAP VIALS 
DROPPER VIALS 
GRADUATED TUBES 
PATENT LIP VIALS 
CULTURE TUBES 
TEST TUBES 
PACKING TUBES 


SCREW CAP CAPSULE VIALS 


Special Order Sizes Available 


Sold Through Accredited 


Supply Houses 


MERCER 


GLASS WORKS, INC. 


725 Broadway 


New York 3, N. Y. 


Surgical, Laboratory, Scientific 


Apparatus and Allied Supplies 
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Nip¥ | 
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*PATENTED 


C Sand 


ROOM INCUBATION 


CAN SAVE YOU MONEY! 


Easiest to Clean and 
Keep Clean 


Centralized incubation, the most 
modern, safe method of volume incu- 
bations, was pioneered by CS. and E. 
35 years ago and has been accepted 
as the standard throughout the 
world. Today many large hospitals, 
V.A. hospitals, and others have 
adopted this method as the lowest 
cost, most practical and most effici- 
ent method of maintaining, growing 
and testing cultures. 


Outstanding C. S. & E. room incuba- 
tor features are smooth interiors and 
elimination of hard-to-clean ducts 
and dirt-catching louvers or cham- 
bers. Other exclusive features are: 
Vv Aluminum Exterior and Interior 

Vv Heavy 3” Glass Wool Insulation 


Vv Exclusive Dual Control Adjustable 
Thermostats 


Vv Rubber Cove Moulding 
Vv Perforated Aluminum Shelves 


Vv Fully Enclosed Thermoplate Heaters —- 
All interior duct work eliminated 


Vv Plenum Chamber Circulating System 
No interior duct work 


Vv Circular Fluorescent Lighting 
¥ Heavy Aluminum Floor Plate 


4 SIZES AVAILABLE 


from Jr. Room Model (3' w. x 2’ d. x 6%’ h.) 
to Large Room Model (4° w. x 8 d.x 7’ h.) 


Write for Cat, 100H. Sec. 2. 


CHICAGO SURGICAL and 
ELECTRICAL COMPANY 


DIVISION OF LABLINE, INC. 
217 N. Desplaines St., Chicago 6, Il. 
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Sister Mary Anthony—Dir. of _— —St. 
Elizabeth Hospital—Covington, 

Sister Margaret Nolin, RN Pur 
Bishop De Goesbriand Hospital—Bur- 
lington, 

Stone, John R.—Adm.—Henry W. Putnam 
Tenney, John Asst. to Med. Dir.— 

Cambridge (Mass.) City Hospital. 

Thaler, Mrs. Louis — Coordinator — Beth 
Abraham Home—Dept. of Physical Medi- 
cine—New York City. 

Toomey, Robert E.—Asst. Dir.—Greenville 
(S.C.) General Hospital. 

Ulan, Martin S.—Asst. Adm.—Hacken- 
sack (N.J.) Hospital. 

Ullom, Maj. Madeline M.—Chief of Nurs. 
Service—U.S. Army Hospital—Albuquer- 


que. N.M. 

Ward, Richard H.—Admin. Res.—Presby- 
terian Hospital—New Cit 

Westerdoll, aj. Gale MSC—Adm.— 
USAF Hospital Castle Ale Force Base— 
Merced, Calif. 

Westmoreland, Dr. Melbourne G.—Exec. 
Secy.—College of American Pathologists 
—Chicago. 

Whitten, A. L.—Pers. & Pub. Rel. Dir.— 
St. Joseph's Hospital—Phoenix, Ariz. 


NEW AUXILIARY MEMBERS 


Sutter Hospitals’ Auxiliary, Inc., Sacra- 
mento, Calif. 

ie terian Hospital Auxiliary of Denver, 

olo.) 

Women's | to Community Hospi- 
tal, Evanston, 

Wood River Hospital Aux- 

ary 

Aastha Circle Auxiliary, Jane Lamb Me- 
morial Hospital, Clinton, Iowa. 
omen’s Auxiliary of Owen County Hos- 
pital, Owenton, Ky. 

Riverside Hospital Auxiliary, Paducah, Ky. 

Lake Region Hospital Auxili iary, St. Luke's 
Hospital & George B. Wright Hospital, 
Fergus Falls, Minn. 

Friends of the Children’s Memorial Hos- 
pital, Omaha, Neb. 

Greystone Park Association, New Jersey 
State Hospital, Greystone ‘Park 

The Wieting—Johnson Memorial ‘Hospital 
Auxiliary, Syracuse, N.Y. 

Volunteer Service Committee, Cabarrus 
Memorial Hospital, Concord, N.C. 

Women's Hospital Auxiliary of the Okfus- 
kee Memorial Hospital, Okemah, Okla. 

York (Pa.) Hospital Woman’s Auxiliary. 

Britton (S.D.) Hospital Guild. 

St. Mary’s Hospital Auxiliary, Pierre, S.D. 

Women's Auxiliary of the Midland (Tex.) 
Memorial Hospital. 

Woman's Auxiliary of A Sound Hos- 
pital, Bremerton, Wash 


Opinions 
(Continued from page 26) 


of internal organization. Included 
among them would be medi- 
cal staff, hospi- 
tal governing 
board, auxilia- 
ry, vendor, con- 
tributor and 
hospital field 
relationships. 
If the above 
meaning is ac- 
cepted for the 
term relation- 
ships, then I 
would answer 
the question by 
saying neither relationships nor 
internal organization would re- 


MISS ERICKSON 


ceive first attention. One of ne- 
cessity would have to work on 
both concurrently. Neither can be 
isolated from the other, both af- 
fect the other. 

In a brand new hospital, some 
of the externa] relationship pat- 
terns will have taken a fairly def- 
inite form by the time one begins 
to pay attention to internal organ- 
ization. But the development of 
the internal organization cannot 
be done without taking into con- 
sideration what the relationships 
are or without developing these 
relationships further to allow a 
proposed plan of organization to 
function. 

In an existing hospital, but one 
which is new to the administra- 
tive officer, it becomes of first im- 
portance to determine just how 
external relationships have af- 
fected internal organization and 
vice versa. This is not an easy 
thing to do. Hospitals seem to have 
a propensity to carry, for a long 
time, the scars resulting from the 
idiosyncracies of specific and posi- 
tive personalities, from disturb- 
ing incidences that have created 
strained relationships and have 
been handled by unwise adjust- 
ment of internal organization. 
They often have rules and regu- 
lations that continue to exist al- 
though they have been made ob- 
solete by virtue of the disappear- 
ance of the original rule or regu- 
tions. 

A person new to a particular 
hospital may have difficulty in 
straightening out odd internal or- 
ganizational patterns or remedy- 
ing strained relationships, if he 
does not first attempt to learn why 
they are present or how long they 
came into being. And he may need 
to turn his attention from one to 
the other repeatedly before any- 
thing effective can be accom- 
plished. 

It would seem, therefore, that 
either in a new position or a new 
hospital, the administrator must 
be aware of the effect that ex- 
ternal relationships and internal 
organization have on each other 
and he must realize that atten- 
tion will need to be paid to both 
concurrently at one time and to 
either at some other time.—Eva H. 
ERICKSON, administrator, Gales- 
burg. (Ill.) Cottage Hospital. 
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Refresh...add zest 
to the hour 
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This space reserved for better hospital equipment 


manufactured by 


DICKSON PRODUCTS CORPORATION 


and sold by 


SAF-T-CARRIER CORPORATION 


BOX 72 
NEW YORK 13, N. Y. 
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about it—and those who do know 
about it fail to understand why. 

My hospital plans to open to the 
public for one week, in our audi- 
torium, an exhibit of many of the 
diagnostic and other aids to hos- 
pital care, explaining their pur- 
poses, etc. In addition we will 
show how many people are needed 
to operate the hospital, the amount 
of bed and other linens used per 
bed per day; and other informa- 
tion which might help to educate 
people as to what it means to op- 
erate a large institution, the ex- 
pensive equipment used, etc. Man- 
ufacturers are being most coop- 
erative in this undertaking. 

Later on I shall let you know 
how we make out. 

Pat Pending, our crackpot in- 
ventor, has another idea: Trans- 
parent plastic bedside boards for 
patients who don’t like to see side 
boards on their beds. 

This is the time of the year when 

I envy all you boys and girls who 


| PRO RE NATA 


JOHN H. HAYES 


There’s no business like hospital 
business. If you haven’t enough 
beds, the doctors complain. If they 
are empty, the trustees are un- 
happy. The fact that we have to 
keep separate two sexes, make 
special provision for children, di- 
vide the areas into medicine, surg- 
ery, obstetrics, etc., makes ours the 
toughest selling job in the world, 
so far as trying to break even or 
better is concerned. 

A hotel can close floors rapidly, 
lay off its unskilled workers, and 
cut down losses during dull peri- 
ods. We have to keep going and 
hold on to our skilled help. 

This has been mentioned many 
times; but the public doesn’t know 


Unique and 
vital... for 
Saving Prematures 


THE 


PRAGEL 
PORTABLE 
INCUBATOR 


This is the 
only truly 
PORTABLE 


Incubator! 


v% > Provides the vital warmth 
ye and oxygen a premature 
infant requires for safe ar- 

___— rival at the hospital. Ideal for 
intra-hospital use. Its prac. 
tical, everyday utility is a 
proven fact in leading insti 
tutions. Its low cost and ver 
satility make it an importan: 
addition to standard ambu. 
lance and hospital equipment 


BROCHURE ON REQUEST 
/ including list of users. 
FS Ask for Booklet A. 


Pragel Portable Incubators, Inc. ¢ 617 Park Ave., Baltimore 1, Md. 
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have lawns, trees and gardens 
around your hospitals. We have 
some cement boxes with privet 
in them; and the nurses manage 
to grow a few flowers on the roof 
of the nurses’ residence; but that 
is about the extent of our garden- 
ing in the city. We haven’t even 
enough grass to cut with scissors. 

It is my feeling that looking at 
nature has more therapeutic value 
to a patient than does looking at 
brick and stone. The sky also looks 
better in the country. 

Of course the urge to “go fishin” 
is stronger in the hospitals with 
flowers and trees, thus increasing 
spring fever but I am very willing 
to succumb to that malady. 


@ 

One of my pals told me that 
ELOCUTION is what they used 
in some states to kill people. I 
can well believe it. 


x 

While touring we at times see 
a gas station on which there is a 
sign reading, “Last chance to get 
gas before, etc.” 

To avoid the unsightliness of 
cigarette and cigar butts in hos- 
pitals—and cut down on smoking 
by visitors and others—why not a 
large ash receiver in the lobby 
with a sign reading, 

“Last chance properly to dispose 
of your cigarette or cigar in this 
hospital’? 

Many good ideas in hospitals are 
lost to many of us because the peo- 
ple who think of them are modest 
and believe they are doing only 
what they are supposed to do. 

The turnover in unskilled labor 
in hospitals in my vicinity is so 
appalling, it has been suggested 
that we give service pins to por- 
ters and elevator operators after 
they have worked for us for five 
weeks. 

It’s always comforting to watch 
a patient as he gets well, even 
though the improvement manifests 
itself chiefly in the number of his 
gripes. 

2 

If I had a hospital in the country 
I would have someone watch for 
all the potted plants which patients 
leave, and which in urban hospi- 
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A Product is 
NO BETTER THAN 
ITS INGREDIENTS 


... Especially 
A PRODUCT FOR 
PATIENT PROTECTION | 


EVER SINCE physicians and hospital 
executives discovered eighteen 

years ago that Dermassage was doing © 
a consistently good job of helping 

to prevent bed sores and 2 

keep patients comfortable, © 

lotion type body rubs of similar 
appearance have been offered in ~ 
increasing numbers. 


But how many professional people q 
would choose any product for patient use 
on the basis of appearance? ~ 


DERMASSAGE protects the patient's skin 
effectively and aids in massage because it — 
contains the ingredients to do the job. r 


It contains, for instance: © 
LANOLIN and OLIVE OIL— 
enough to soothe and soften 
dry, sheet-burned skin; MENTHOL | 
—enough of the genuine Chinese 
crystals to ease ordinary itching and ~ 
irritation _ leave a cooling 
esidue; germicidal 
HEXACHLOROPHEN —enough 
to minimize the risk of initial 
re ive added protection 
ere skin breaks occur — 
aids to therapy. With such a 
formula and a widespread reputation — 
for silencing complaints of © 
bed-tired backs, sore knees and elbows, — 
Dermassage continues to justify the ; 
confidence of its many 
friends in hospitals. » 


EDISON CHEMICAL CO. 
30 W. Washington, Chicago 2 


tals go out with the trash. I would 
see to it that they were planted 
on the grounds somewhere, thus 
adding to the beauty of the 
scenery. 

Such plants should be treated 
as we treat patients who are about 
to die—restore them to health and 
usefulness. 

Pat Pending, our crackpot in- 
ventor, has another idea: A gavel 
block with an alarm in it. When 
hit by the gavel it sets the alarm 
for a period of one hour. At that 
time the alarm will start ringing 
and will not stop until the gavel 
again hits the block, ending the 
meeting. 

=e 

The hospital CONTRA-DIC- 
TIONARY (continued): 

WARD ORDERLY: A poor patient's 
valet. 

NURSE’S DIPLOMA: A license to 
be kind to people. 

NURSE’s PIN: A badge of cour- 
age. 

ACCIDENT Room: A _ hospital’s 
repair shop. 

FATHER’S Room: Where the pris- 
oner waits while the jury is out. 

ROOMING IN: A method for get- 
ting a newborn accustomed to its 
mother; and a mother accustomed 
to the baby’s crying. 

LOBBY: A _ hospital's 
Babel on visiting days. 

PURCHASING DEPARTMENT: A 
buy-way on the road to deficits. 

DIRECTOR OF NURSING: The 
“shortest” person in the hospital. 

SPECIALIST:One who knows a 
whole lot about very little. 

GENERAL PRACTITIONER: The 
utility man on the medical team. 

BOILER Room: The only place 
where 107° temperature is consid- 
ered normal. 

X-RAY FILM—What a patient be- 
lieves to be the hospital’s only item 
of expense in the radiology de- 
partment. 

ANNUAL REPORT OF THE SUPERIN- 
TENDENT—A respectfully submitted 
form of boasting. 

DIRECTRESS OF NURSES—A lady 
who tries to do more and more 
with less and less. 

VISITING HOURS—The hours when 
out-of-town people can never ar- 
rive in the hospital. 

INFUSION STAND—A patient’s 
Gunga Din. 


Tower of 


Ni ingredients to do the job. 


A LIBERAL TRIAL 

SUPPLY of Dermassage 
- for hospital use will be 
sent on request— 


Complimentary, Prepaid 


LABORATORY 
REPORTS | 
offer explicit data 
‘onthe positive 
protection 
afforded by 


dermassage 


Where the patient’s comfort in bed (1) 
contributes in some measure to recovery, 
or (2) conserves nursing time by 


- reducing minor complaints, you cannot 
_ afford a body rub of less than maximum 
_ effectiveness. You can depend upon 


Dermassage for effective skin protection 
because it contains the 


Need more copies of 
"ON GUARD"— 

brief, authoritative text 
on CARE OF THE 
BED PATIENT'S SKIN 
and PREVENTION 
OF BED SORES? 


Your request for 
enough copies to fill 
your requirements will 


be filled promptly. 
your distributor or write 


EDISON 

CHEMICAL COMPANY 
30 W. Washington 
Chicage 2 
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SAVE 


HOSPITAL | 


Medical Records. 
dex Cards 


microfilm 
File them 0" I 


film them! 


\ 


How can you be sure the space 
given today to your medical record 
library will be enough for tomorrow? 
Are you losing money having medical 
records in two locations? Files piled 
on top of files? 


You can be sure with Filmsort. 
Individualized frames of microfilm — 
as many as 120 frames—mounted in 
cards give you a compact, easy-to-file 
and use medical chart. Adding addi- 
tional microfilm data to the chart in 
your Office is easy. 


Let one file cabinet hold the con- 


tents of 14! Write us today on 


the successful use of Filmsort 
in well-known hospitals. 


IT'S IN THE CARDS 


FILMSORT INC. 
Dept. H, Pearl River 
New York 
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FOR SALE 


USED EQUIPMENT 

New Departure Open te Prescription 
Case, six units, length 12’ 2”, two wee 
units equipped with Automatic Locking 
Device. Includes 7 drawer capsule cabinet. 
One lower unit contains No. 3 type drawer 
and No. 1 type drawer. Made by Schwartz 
Sectional System. 

Unit consisting of one Standard Cabinet 
No. 1 and one No. 3 finished as one unit 
side by side. 5’ high with 2’ base. Made by 
Schwartz Sectional Systems. $85. 

Model 80 E Ohio-Heidbrink Oxygen Tent— 
complete with gauge and new canopy. $350. 
Fish Storage Box, all Stainless Steel. In- 
side dimensions 42” long, 27'2” wide, 27” 
high. Used very little. $350. 

Model 4031 CH Ideal Food Conveyor— 
Operates on 110v. All Stainless Steel. $325. 
Model 1431 CH Ideal Food Conveyor— 
Operates on 110v. All Stainless Steel. $350. 


TROPICAL FISH help patients relax and 
aid their recovery. An aquarium also 
beautifies reception rooms as well as 
wards. Our representative in your area 
will supply everything. Write: Box 4635, 
Los Angeles 24, California. 


FOR SALE 


AMERICAN STERILIZER CO. 
BATTERY FOR STEAM HEAT 


Comprising Following Sterilizers, Com- 

plete with All or Interconnected to 

Common Outlets and Ready for Operation. 

(Left Hand Combination Mounting, Ex- 
posed, on White Enameled Steel Stand) 

One Autoclave 16” x 24”, with Cyclomatic 
Control 

One Pair Pressure Water Sterilizers, each 
15 gal. Tank 

One Pressure Water Still, 3 gal. per hour, 


attached 
One Non-Pressure Utensil Sterilizer, 
24” x 20” x 20” with Excess Vapor Con- 


trol 
One Non-Pressure Instrument Sterilizer, 
10” x 20” with Excess Vapor Con- 
ro 
Copper, Brass and Bronze Nickel Plated 
Construction, 
Recently Completely Overhauled. In Ex- 
cellent Condition. 
NOT GOVERNMENT SURPLUS 
$2,400.00 NET FOB NEW YORK CITY 
Immediate Delivery. Subject to Prior Sale 


HOSPITAL EQUIPMENT 


CORPORATION 
95 MADISON AVENUE, NEW YORK CITY 


POSITIONS OPEN 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shay, Director 


DIETITIANS: (a) Chief. Pacific Coast. 
Modern, general hospital of 300 beds, fully 
approved; $5400. (b) Therapeutic. West. 
250-bed hospital, fully ——— Duties: 
supervise diet kitchen, em sy and 
contact patients. (c) Chief. 120-bed 
hospital. 70 employees in 
Supervise ere | program for student 
nurses . (d) Chief. South. Bed capac- 
ity nearly 200 fully approved, 40 em- 
loyees artment. $5400. 

OUSEK RS: (a) Executive. East. 
400-bed lead hospital, all modern facili- 
ties, located in city of 130,000; $6000. (b) 
Executive. Southwest. 300-bed 
building just completed; $5400. (c) Execu- 
tive. South. Large hospital in city of 400,- 
000. Complete modern facilities. Competent 
staff of assistants. $6000. 

PHARMACISTS: (a) Northwest. 5 em- 
ployees in department. Large hospital in 
city of 30,000. . (b) Pacific Coast. Large 
hospital, fully eapeese, to for quali- 
fied person. (c) Pacific Coast. 375-bed hos- 
pital, fully approved; three in department. 


to $400. 
PURCHASING AGENTS: (a) East. 150-bed 
general hospital. Requires all around hos- 
ital purchasing experience; $6000. (b) 
st. 215-bed hospital in city of 30,000. 
Ability to organize and set up department: 
$6000 minimum. (c) East. 275-bed general 
hospital, 4 employes in department. Good 
experience required in purchasing hospital 
supplies and equipment; to 
PHYSICAL THERAPISTS: (a) East. Head 
active department in 185-bed general hos- 
pital, fully approved, modern, complete 
facilities; $4500. (b) California. 265-bed 
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general hospital; qualified to handle arth- 
ritic, orthopedic, polio and cerebral palsy 
cases; $4200. (c) Southwest. 100-bed hos- 
pital, fully approved, excellent living quar- 
ters available; $3600 - $4700 


THE MEDICAL BUREAU 
Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATORS: (a) Medical, to serve 
as consultant; one of country’s means 
philanthropic organizations; some trave 
(b) Medical; hospital group; Pacific Coast. 
(c) Voluntary, general hospital, fairly 
large size; Canada. (d) Voluntary general 
hospital, 225 beds, currently under con- 
truction; residential town near large city, 
university medical center, Midwest. (e) 
General hospital. 200 beds, completion in 
Fall: West. (f) Small general hospital; 
building program; college town, South. 
(g) Assistant administrator; large teach- 
ing hospital; not under 35, minimum five 
years’ experience university center; East. 
(th) Assistant administrator; accounting 
background required; general hospital, 300 
beds; university town, Southwest. (i) As- 
sistant director in charge of business 
management; 400-bed hospital, affiliated 
medical school; building program; ac- 
counting and substantial business back- 
ground required; 
ADMINISTRATORS - NURSES: (a) Chief 
nurse; general hospital, 125 beds; knowl- 
edge of Spanish he pful not required; staff 
of American shyigiane. (b) General hos- 
ital, 70 beds; — town, Midwest. (ic) 
mall hospital, leading city, U.S. depend- 
ency; tropical country. (d) Assistant di- 
rector; 60-bed hospital; university town, 
South. H5-2 
ANESTHETISTS: (a) Hospital operated 
under American auspices, Latin America; 
knowledge Spanish desired, not required. 
(b) Two important hospital; $425; New 
England. (c) Association, group anes- 
thesiologists, Southern California. (d) 
Small general hospital affiliated group 
ceare men; summer resort town, lake re- 
on, Midwe st; $500, maintenance. H5-3 
METITIANS. (a) Chief; new hospital, 
beds affiliated university medical 
school; West. (b) Director, dietary and 
food services; one of leading institutions 
for care of tuberculous, $5000-$6000; East. 
(c) Chief; new hospital, general, 200 beds 
currently under construction; 
school affiliations; Midwest. (d) Chief and 
staff dietitians; generat hospital, 250 beds, 
affiliated well nown group; university 
city, Pacific Coast. (e) Assistant and 
therapeutic dietitians; 350-bed hospital 
affiliated with one of 
private practice clinics; staff of — 
specialists, 125 residents: large city, -— 
versity medical center. H5-4 
DIRECTORS OF NURSES: (a) Voluntary 
general hospital; 240 beds, expansion pro- 
gram; highly re arded school; outstandin 
woman requi $7200. (b) Research an 
teaching ospital maintaining highest 
standards of medical and nursing care: 250 
students; university medical center, Mid- 
west; outstanding opportunity. (c) Volun- 
tary genera! hospital, 250 beds: fine school, 
100 students; university town. East: $6000. 
maintenance. (d) New hospital, 400 beds 
affiliated university medical school: West. 
fe) Nursing service only: 250-bed hos- 
pital; university city, Southwest. (f) 
Nursing service only: new tuberculosis 
hospital, unit university group; faculty 
post: minimum H5- 
EXECUTIVE AND ASSISTANT DIREC- 
TORS: State nurses’ association: Bache- 
lor’s dewrees required: Master's desirable: 
should be trained nursing department or 
public health. H5-6 
EXECUTIVE HOUSEKEEPER: New gen- 
eral hospital currently under construc- 
tion, 400 beds affiliated medical schwol: 
West. H5-7 
EXECUTIVE PERSONNEL: (a) Person- 
nel director; voluntary general hospital, 
400 beds, university town. (b) Chief ac- 
countant: -bed general hospital: vicin- 
ity New York City. (c) Public relations 
director experienced fund raising: 300-bed 
general hospital; Midwest. (d) Purchasing 
agent: 400- hospital; university city: 
East. H5-8 
FACULTY APPOINTMENTS: (a) Educa- 
tional director; new general hospital, 600 
beds, chief teaching hospital for university 
medical school; West. (b) Educational di- 
rector qualified psychiatric nursing, uni- 
versity school; unusual hospital facilities: 
outside U.S.; mild climate. (c) Nursing 


arts instructor; 250-bed hospital, 100 stu- 
dents, university center, East; $350-$450. 
(d) Educational director; modern general 
hospital, 300 beds; suburban town, Mid- 
west; $6000. (e) Clinical intructors med- 
icine, surgery, pediatrics, orthopedics; 
university school; Pacific Coast. (f) Clin- 
ical instructor, nursing; impor- 
tant hospital, thern California; ; 
(g) Instructor, neuropsychiatric nursing; 
700-bed teaching hospital; university cen- 
ter, Midwest. H5-9 
RECORD LIBRARIANS: (a) Chief; staff 
of 12; 500-bed teachi hospital; $5000- 
. (b) Chief, one of the leading hos- 
pitals, Chicago area. (c) Chief; new gen- 
eral hospital affiliated medical school; 400 
beds; est. (d) Male: to take charge of 
library and medical records section, 600- 
bed hospital; expansion program to 1000; 
university center. H5-10 


SUPERVISORS: (a) Operating room; to 
succeed supervisor retiring after tenure 
of thirty years; 600-bed teaching hospital; 
eastern metropolis. (b) Floor, surgery, 
pediatrics, obstetrics; new general hos- 
ital to be opened soon; attractive loca- 
ion, California. (c) Obstetrics, floor and 
rivate unit supervisors; one of country's 
eading teaching hospitals, 800 beds; mini- 
mum . (ad) Pediatric and obstetrical; 
teaching hospital; Asia. (e) Floor and 
head nurses; new 400-bed general hos- 
ital affiliated university medical school; 
est. (f) Psychiatric; new department, 
i hos — university city, South. 
(8) hree new tuberculosis hos- 
pital, a university group: $350, univer- 
sity center. (h) Operating room; large 
eneral hospital; near Chicago; minimum 
. (i) Pediatrics; 500-bed teaching hos- 
pital; university center; East. H5-11 


WOODWARD 


MEDICAL PERSONNEL BUREAU 
(Formerly AZNOES) 


Ann Woodward, Director 
185 N. Wabash, Chicago | 


if none of these opportunities meet your require- 
ments, please ask for an analysis form to we may 
prepore an individual sutvey for you. 

Strictly confidential. 


ADMINISTRATORS: La <a) Volun- 
tary general hospital, teaching 
program; excellent lovely residen- 
tial town 30,000 near university medical 
center; East. (b) Lay; general hospital 
opening soon, 160 beds; town 100,000 near 
university medical center; Calif. (c) Lay; 
voluntary general hos ital: medium size; 
excellent town 10,000; e boating, fishin 

hunting area; Pacific Northwest: id) Med- 
ical; assistant: very large general hospital: 
fully program; college 
town; cific Coast ) Lay: voluntary 
general hospital 150 beds; opened iast 
year; completely equipped and _ well 
staffed: attractive residential town 40,000; 
y: voluntary general hos- 
pital, eds; near Atlanta. (h) Lay 

small general hospital startine 
225 bed expansion program; residentia 
town 25,000 not too far from Chicago .(i) 
Lay; assistant; qualified to assist handlin 
large endowment fund voluntary genera 

hospital, large city. (k) Clinic Manager; 
must be experienced with successful rec- 
ord of achievement; 9 specialists; new 
building; complete facilities; lovely col- 
lege town, 30,000; central. 


EXECUTIVE PERSONNEL— (a) Account- 
ant, qualified hospital auditing. cost ac- 
counting and supervision of bookkeeping: 
newly created st; new building: gen- 
eral hospital, ! beds: large city, univer- 
sity center; midwest. (b) Business Man- 
ager; group of 8 to 10 hospitals, 50 to 200 
beds within 100 mile radius currently 
under construction; able organizer re- 
uired. (c) Combination Chief Admitting 
fficer and Credit Manager: 200 bed gen- 
eral to double capacity: 
lovely near Detroit. (d) 
Comptroller; woman well experi- 
enced every accounting phase; large gen- 
eral hospital; large oo, depart- 
ment: excellent school: city near 
New York (e) Purchasing Director: man 
or woman qualified in stock control with 
successful record in similar hospital work; 
large city; universit center: east. 
(f) Personnel Direc while experienced 
woman, 25 to 40, with ‘degree is preferred 
will consider man; fairly new department: 
very cooperative Administrator a 
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WOODWARD MEDICAL PERSONNEL 
BUREAU—(Cont'd) 


Board; voluntary general peng. 
beds; town 50,000 near New York. 
ADMINISTRATORS - NURSES: (a) Gen- 
eral hospital, 75 beds; lovely residential 
town, 15,000; Indiana. (b) eneral hos- 
ital, 60 beds; planning expansion, lovely 
owa town near Omaha. (C) General hos- 
pital opened last year; 130 beds; r = 
superior person; town 40,000 west 
(d hospital currently con- 
struction; midwest. (e) Voluntary 
general Baber recently opened; 30 beds; 
prefer Lutheran; Kansas. (f) Assistant: 
voluntary, general hospital 250 beds in- 
creasin to 400; large city, university 
medical center; east-central. (h) Near 
Sun Valley; new small well equipped gen- 
eral voluntary hospital; some anesthesia 
required; west. (i Clinic manager; 12 
men, mostly certified; established 40 years; 
clinic duties only; town 40,000; West 
Mountain. (k) General ve pound: to hos- 
pital; 50 beds; cooperative Board; to $7200; 
requires superior . rural town; central. 


ANESTHETISTS—(a) Small hospital; no 
a call; $6000; room & board; Texas. (b 

roup 7s ene large Texas City. (c 
Old established 10 man group; university 
town; midwest. (d) general hospital, 100 
beds; 2 MD gneetnesioss = charge; finest 


large city, university medical center; east. 
(b) Nursin a. ae service only: volunta gen- 
eral hospita 8; ; 4 weeks va- 
cation; other ote city 100,000 near 2 
medical schools. 

EXECUTIVE HOUSEKEEPERS: (a) Large 
soong hospital; competent assistant & 
staff 50; will have department head 
status; prefer man; consider outstanding 
woman; around : west. 
FACULTY APPOINTMENTS: (a) Educa- 
tional Director; University school: woman 
of outstanding attainments; Masters or 
PhD; qualified direct entire program; fac- 
ulty appt. (f) Clinical in ob- 
stetrical nursing and, also, Clinical In- 
structor in med cal-surgical nu rene: vol- 


untary gen'l hosp 400 S; oppty 
studies; univ med ll n- 
ra 


MEDICAL RECORDS LIBRARIANS: (d) 
Competent experienced woman to direct 
department; staff of 50; unit system; 
teaching hospital 600 bds; large city; univ 
med center; S. 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 
332 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


300 bed hospital, east. (b) 250 bed Penn- 
hospital. (c) 125 bed hospital, 
es 


MEDICAL PERSONNEL EXCHANGE 


Nellie A. Gealt, R.N., Director 


On and after March léth our offices wil! be 
located at 


311 Land Title Building 
Philadelphia 10, Pa. 


We have many attractive openings for 
Male and Female—all fields, all locations. 
Write us for information. Our service is 
highly confidential. 


NO CHARGE FOR REGISTRATION 


HOSPITAL PERSONNEL BUREAU 
Charles J. Cotter, Director 


Professional Arts Bldg. 
Hagerstown, Maryland 
(Licensed Employment Agent) 


Many positions available in most locations 
for Administrators; Anesthetists; all Tech- 
nicians and all Nursing positions: Li- 
brarians; Dietitians; Housekeepers; Med- 
ical Secretaries; Pharmacists; Pathologists: 
Physicians; Radiologists; office positions. 
Send resume, 10 snapshots, date available. 


INDIANA MEDICAL BUREAU 
Doctors Building 


Indianapolis, Indiana 


: hospital, 125 beds; 25; lovely Illinois (b) 125 bed hospital, university city, cen- 
i= town near St. Louis. (f) new 200 bed tral state. © 285 bed Pennsylvania hos- Directors, Administrators, Anesthesiolo- 
ee hospital; finest facilities; Calif. (g) 125 ae (d) bed Indiana hospital. (e) ists, Pathologists, Radiologists, Resident 
ae general ny $5400 complete main- bed eastern hospital. Physicians, Technicians, erapists, Li- 
tenance; south. ie General hospital 100 DIRECTORS OF NURSING: Educational brarians and all areas of supervisory Hos- 
\ beds; $5000; D 5 RNA’s on staff; Directors; Nursing Arts Instructors; Clin- pital personnel. 

Virginia. ical Teachin Supervisors; Surgical Nurses. 
a. DIETITIANS: (a) Nutritionist; head new Excellent situations. 

e4 department, one of country’s largest man- ANAESTHETIST: Southern California. 
=, ufacturers of nutritional products quali- $400. (b) Mid-western university city $500. 
| fied to write product literature; ws RECORD LIBRARIAN: 125 bed Ohio hos- 
“a one with . in nutrition and journal- Eo. (b) New hospital, southwest. (c) 
a ism minor; to $12,000 bed eastern hospital. 

“¢ DIRECTOR OF NURSES; (a) education EXECUTIVE HOUSEKEEPER: 175 bed 
7 and nursing service: fully approved, vol- hospital, Pennsylvania. (b) Specialized 
1s untary general hospital; minimum B:S.; hospital, Michigan, 200 beds. (c) 350 bed 
prefer M.S.; $5- ; full maintenance: hospital, st. 


Opportunities in most areas for Medical 


MEDICAL-DENTAL PERSONNEL BUREAU 
MARY LOWRY, M.T., DIRECTOR 


525 Paulsen Bldg. Spokane 8, Washington 


CAL SPECIALTIES IN 
NORTHWEST. Write us or “Getalls. 


See The 


HOLLYWOOD HOSPITAL 
WHEEL CHAIR 


at the Everest & Jennings exhibit, 
CATHOLIC HOSPITAL 

ASSOCIATION CONVENTION 
in Kansas City 


Semi-reclining Back, 
Detachable Head Rest, 
Adjustable Leg Rests 
and Brakes. 


INSIDE 
AND OUT 


Designed to take the place of outdated 
non-folding hospital wheel chairs 


lightweight metal HOLLYWOOD HOSPITAL WHEEL CHAIR 

2 150 Ib. capacity 

= asily controlled, easy to clean and folds compactly for storage. 

— ; Pome panels have self-adjusting action, and fold aside for con- 

ruction throu materials, toget an attractively moderate ¢, make the 

Stainless Steel const ueten Grong HOLLYWOOD HOSPITAL the ideal wheel chair for hospitals and 


nursing homes. 
Three-inch thick insulation keeps your Five Hollywood wheel 
profits from melting away. Foldin Choirs ored 


same space required two non-folding wooden chairs. 
Large pneumatic rubber-tired wheels, 


for ease of distribution. Distributed by 


Keep pace with the well-equipped EVEREST & JENNINGS 


hospital ... 
Go Gennett/ 761 No. Highland Ave., Los Angeles 38, Calif. 


AND SONS, INC. 
Richmond, Ind. 
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POSITIONS OPEN 


DIETITIAN: Chief, 165 bed private, general 
hospital with young staff. Are you dissatis- 
fi with your present job and wanting a 
change, or an assistant dietitian with 3-4 

ears experience wanting to advance? 

orty hour week; 2 ADA assistants; newly 
remodeled kitchen. Salary open; meals, 
laundry, insurance furnished. Apply Per- 
ae Director, Flower Hospital, Toledo, 


ANESTHETIST-NURSE. 600-bed approved 
general hospital; excellent salary, one 
month vacation after a year’s service. 
Apply, Personnel Director, Good Samari- 
tan Hospital, Cincinnati 20., Ohio. 


SUPERVISOR and CLINICAL INSTRUCT- 
OR for PEDIATRICS: experience and ad- 
vanced preparation 
a degree. For modern 250 hospital, 
fully pegeeres, 70 miles from New York 
City. 40 hour week. 3 weeks paid vacation. 
Sick time. Hospftal care. Complete main- 
tenance, if desired, at $45 per month. Be- 
ginning salary $305 r month. Apply Di- 
rector of Nursing, Vassar Brothers Hospi- 
tal, Poughkeepsie, New York. 


ASSISTANT DIRECTOR of NURSING and 
SURGERY SUPERVISOR for 225 bed gen- 
eral hospital, with school of nursing af- 
filiated with college, located 50 miles south 
of San Francisco. Good salary for both 
commensurate with qualifica- 
ons and administrative or supervisory 
experience. Liberal personnel policies in- 
clude 40-hour week; Social security. Ap- 
ply Director of Nursing, San Jose Hospital, 
n Jose, California. 


WANTED: Instructor in Uperaung Room 
Technic, and Medical-Surgical Clinical In- 
structor. Fully approved 240 bed hospital 
with expansion to add 200 beds. Large 
student body. School of Nursing Nationally 
Accredited, University affiliation. Forty 
hour week. Staff Education. Salary open. 
Write HOSPITALS D-34. 


Memorial Hospital of Springfield, ring- 
field, Illinois, announces a voornay n the 
position of EXECUTIVE DIRECTOR or 
ADMINISTRATOR. Direct inquiry to: C. 
H. Lanphier, President, Memorial Hos- 
_ of Springfield, in care of Sangamo 
lectric Company, Springfield, Dlinois. 


HELP WANTED MALE—Resident Physi- 
cian for 100 bed hospital. ———- 
riatrics. The Sailors’ Snug Harbor, Staten 
Island 1, New York. 


CLINICAL INSTRUCTOR for Medical and 

Surgical Nursing. Degree and experience 

required. Position open July 1. The Toledo 

> School of Nursing, Toledo 6, 
io. 


DIETITIAN: Registered, for 120 bed gen- 
eral hospital with School of Nursing. 
~~. program to increase to 175 s 
and include new dietary unit. Good work- 
ing conditions with 40 hour week. Salary 
open. Midwest town of 75,000 population. 
Apply Box E-7, HOSPITALS. 


GENERAL STAFF NURSES—For the new 

bed Children’s Orthopedic Hospital, 
Seattle, Washington. Unusual opportunities 
for employment in a beautifully equipped, 
sparkling new proves acilities 
for the care of children in all the pediat- 
ric specialties. Beginning salary $235.00 
per minth with an additional $10. for 
evening and night duty, twe weeks vaca- 
per year—40 hour week—twelve days ill- 
tion after one year, seven paid holidays 
ness allowance per year accumulative to 
36 days. Opportunities for promotion and 
vari experience. In addition, Seatle 
offers a mild year around climate, all out- 
door sports and unsurpassed scenery. For 
further information write Director of 
Nursing. 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 
Chicago 3, Illinois 


NURSES, TECHNICIANS, DIETITIANS. 
PHYSICIANS, NURSE SUPERINTEND- 
ENTS and INSTRUCTORS—We can help 
you secure positions. 


SALESMAN « HOSPITAL CLIENTELE. 
FOR 

SANITARY AND FLOOR CHEMICALS. EXCLU- 

SIVE TERRITORY. COMMISSION. BRAM, 620-65th 

AVENUE. PHILADELPHIA, PA. 


DIETITIAN: Therapeutic, ADA. Forty 
hour week in 200 bed hospital. $250 plus 
meals minimum salary. City of 35,000, 12 
miles south of Detroit on Detroit River. 
Apply to Chief Dietitian, W andotte Gen- 
Hospital, Wyandotte, Michigan. 


ANESTHETIST: For 50 bed General Hos- 
pital in Northern Maine. Two anesthetists 
employed. Liberal vacation and sick leave 
allowance. Salary =. Also operating 
Room Nurse and tetrical supervisor 
Salary open. Write Box E-4, HOSPITALS. 


1 NURSE ANESTHETIST: for 125 bed gen- 
eral hospital. Salary open. Full mainten- 
ance. Apply to Superintendent, Maine Eye 
and Ear Infimary, Portland, Maine. 


DIETITIAN—Therapeutics and formula 
room. Member A.D.A. 225 bed h ital 
connected with University Medical Cen- 
ter. Salary open. Forty hour, 5 day week, 
3 weeks vacation, pension plan. Write 
Personnel Director, Children’s Hospital, 
Pittsburgh, Pa. 


NURSE ANESTHETISTS—$400 per month 
plus overtime. New 215-bed private gen- 
eral hospital with progressive medical s 

in greater Detroit area. Apply to Person- 
nel Director, Oakwood Hospital, Dearborn, 
Michigan. 


ANESTHETISTS: Openings for three an- 
esthetists for 305-bed hospital. 
Complete maintenance. ary open. - 
ly Superintendent, Altoona Hospital, - 
oona, Pennsylvania. 


DIETITIAN: Moving to Philadelphia? Sub- 
urban general hospital of 130 beds has 
opening for therapeutic dietitian. Newly 
renovated kitchen and Meal-Pak System 
installed. Write administrator, Chestnut 
Hill Hospital, 8835 Germantown Avenue, 
Philadelphia 18, Pa. 


Send for FREE FOLDER 
Whether you come to 
for business or pleasure... 
make your home at 
California’s Finest Hotel QUALITY UNIFORMS SINCE 1876 
* The Ambassador has everything, 
located in the heart of everything, j INTERN SUITS 
on Wilshire Boulevard. Spacious } ' 
modern rooms and suites. 25 acres ! : 
of gardens. Three acres of parking. . Well tailored, sanforized whipcord with i 
extra reinforcement at points of strain. : 
Home of the : 
TRAINING SCHOOL OUTFITS 
' Dresses, Aprons, Bibs, Collars, Cuffs, etc. ' 
; to your school's specifications. 
| 
| MAIL COUPON TODAY! MAIL COUPON TODAY! | 
C. D. WILLIAMS & CO. Hs 
246 South Street, Philedelphie 7, Pennsylvania 
MBASSADOR | 
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POSITIONS OPEN 


ede J formed Antelope Valley Hospital 
District will be interviewing applicants 
for HOSPITAL MANAGER. Expect start 
construction forty bed hospital within four 
to six months. rite stating qualifications 
Post Office Box 1146, Lancaster, California. 


GENERAL DUTY NURSES—for 66 bed 
hospital expanding to 100 beds; 40 hour 
week; sick leave; vacation pay; good 
working conditions—also Nurse Anesthe- 
tist. Apply to Director of Nurses; Itasca 
anon al Hospital, Grand Rapids, Min- 
nesota. 


GRADUATE NURSES—Maintenance avail- 
able. New modern hospital. 3 month in- 
creases. Elderly patients. 20 minutes trav- 
eling from large Central Pennsylvania 
city. Apply Box E-14, HOSPITALS. 


NURSE ANESTHETIST wanted immedi- 
ately; 150 bed hospital; ideal location; good 
salary; full maintenance if desired; Apply 
to Administrator, Mary Immaculate Ros 
pital, Newport News, Virginia. 


WANTED: Pathologist to act as associate 
of Pathologist who is certified, and in 
charge of department. Hospital is also 
approved for pathological residency. 300 
bed capacity and located in Central Penn- 
sylvania. ew laboratory facilities and 
very active. Write: D. . Hartman, Ad- 
ministrator The Williamsport Hospital, 
Williamsport, Penna. 


REGISTERED PHYSICAL THERAPIST 
wanted immediately for completely mod- 
ern, 108-bed general hospital in Pacific 
Northwest. ospital, A.C.S. approved, 
ag by General Electric Company. 
wo full-time physical therapists already 
on duty. Good salary. Liberal employee 
benefits include low-cost health and life 
insurance, paid vacations and holidays, 
pension plan, plus many others. Pleasant, 
modern community of 25,000 people. Clim- 
ate sunny and healthful. Apply by air- 
mail letter to Administrator, diec Hos- 
pital, Richland, Washington. 


DIRECTRESS OF NURSES—-300-bed fully 
approved general hospital with accredited 
school of nursing; located in a beautiful 
resort City; Personnel Policies in accord- 
ance with S.N.A. Degree in nursing edu- 
cation required; full maintenance, salary 
open. Apply Atlantic City Hospital. At- 
lantic City, N. J. 


NURSING ARTS INSTRUCTOR for 465 
bed hospital—250 students. Faculty being 


increa . Teaching load light. Salary . 


24 to $4224. Thirty-one days vacation. 

ospital has retirement plan in addition 
to ial Security. Other liberal personnel 
policies. Living conditions attractive. Pri- 
vate bath. City has many cultural advan- 
tages. Hospital in beautiful 40 acre park. 
Apply—Director of Nurses, Reading Hos- 
pital, Reading, Pa. 


WANTED: GENERAL DUTY NURSES for 
200 bed General Hospital. Beginning salary 
175.00 with $5.00 increase every 6 months 
or 2 years. Differential of $15.00 for P.M. 
and night duty. 3 weeks paid vacation. 12 
days sick leave. 4 holidays. Meals and 
laundry of uniforms. A warm southern 
community offering the cultural advan- 
tages of a large city but maintainin 
friendly Apply to Director o 
Nursing rvice, The McLeod Infirmary, 
Florence, S. C. 


MEDICAL TECHNOLOGIST—experienced 
in biochemical procedures. Exceptional 
opportunity in expanding hospital labo- 
ratory. Salary open. Abbott Hospital, Min- 
neapolis, Minn. 


NURSE ANESTHETIST wanted immedi- 
ately for completely modern, 109-bed gen- 
eral hospital in Pacific Northwest. Hos- 
pital, A.C.S. approved. Operated by Gen- 
eral Electric Company. Two full-time 
nurse anesthetists already on duty. Good 
salary. Liberal employee benefits include 
low-cost health and life insurance, paid 
vacations and holidays, pension plan, plus 
many others. Pleasant, modern commu- 
nity of 25,000 -_y Climate sunny and 
healthful. Apply by collect wire or air- 
mail letter to: Administrator, Kadlec 
Hospital, Richland, Washington. 


SCIENCE INSTRUCTOR for 465 bed hos- 
pital—250 students. Six Science Instructors 
in Dept. Faculty being increased. Teach- 
ing load light. Salary 24 to $4224. Thirty- 
one days vacation. Hospital has retire- 
ment plan in addition to Social Security. 
Other liberal personnel policies. Living 
conditions attractive. Private bath. City 
has many cultural advantages. Hospital in 
beautiful 40 acre of 
Nurses, Reading Hospital, Reading, Pa. 


NURSES—Staff and Operating Room; 5 
days, 40 hours; 8 holidays and vacation 
with pay; initial salary $230 plus laundry; 
increases at 6-12-24-36 months; additional 
pay for evening and night assignments 
and for Operating Room calls. Apply, Di- 
rector of Nursing, St. Luke's Hospital, New 
York 25, N. Y. 


PHYSIG THERAPIST—-275 bed hospital. 
Some general but mostly polio patients. 
Five day week. Salary open. Apply Per- 
sonnel Office, Providence Hospital, Wash- 
ington 3, ‘ 


CLINICAL INSTRUCTORS for formal and 
clinical teaching. 465 bed hospital—250 stu- 
dents. Faculty being increased. Teaching 
load light. Salary $3624 to $4224.. Thirty- 
one days vacation. Hospital has retirement 
plan in addition to Social Security. Other 
liberal personnel policies. Living condi- 
tions attractive. rivate bath. City has 
many cultural advantages. Hospital in 
beautiful 40 acre park. Apply—Director of 
Nurses, Reading Hospital, Reading, Pa. 


POSITIONS WANTED 


RECORD LIBRARIAN—Registered, excel- 
lent references and experience record in 
all phases of medical record work. Address — 
Box E-15, HOSPITALS. 


BUSINESS MANAGER: Competent handle 
Purchasing, Credits, Business Administra- 
tion, Personnel. Aggressive, diplomatic, 
good will builder. Middle aged. Prefer city 
under 100,000. Snapshot on request. Ad- 
dress D. A. Phillips, 225 Wilson Avenue, 
Wollaston, Mass. 


Two New PUTNAM Books for the Hospital 
Administration and Staff Members 


PRINCIPLES OF HOSPITAL 
ADMINISTRATION 


by John R. McGibony, M.D. 


Brings together in concise form the best of administrative 
planning to serve the busy executive and members of his staff. 


THIS HOSPITAL 
BUSINESS OF OURS 


by Raymond P. Sloan 
Foreword by George Bugbee 
A book every board member should have immediately, since 


the author has specifically pointed out the trustee's authority. 
Be sure the members of your board are supplied with it 


at once. 


Gentlemen: Send at once 


G. P. Putnam's Sons, 210 Madison Ave., New York 16, N. Y. 


MINISTRATION, at $6.80 per copy. 
of Sloan’s THIS HOSPITAL BUSINESS OF 


OURS, at $4.50 per copy. 
Title 
City State 


H-1A 


Remittance enclosed [) Billme Bill hospital account 
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FOR CHURCHES, CONVENTS, MOTHER HOUSES, 
RECTORIES, SCHOOLS, SEMINARIES AND HOSPITALS 


Ideal for rooms where’ with latex or felt, uphol- 
prayer predominates. Espe- _stered in Naugahyde, either 
cially suitable for quiet standard or elastic grade. 
rooms the Solid Birch con- 
; mothers and children in struction; saddle seat; rein- 
ADM of McGibony’s PRINCIPLES OF HOSPITAL ‘ churches. Kneeler is at- forced stretchers and seat 
A tached to legs with swivel corners; metal cushion 
bolts — can be folded back _ glides. 

when not in use. Padded Send for Bulletin PC 53. 


SPECIFICATIONS 
No. 5018 PRAYER CHAIR 
Overall height—33". Seat: Width— 
1644"; depth—16"; height —18" 
No. 4018 CHAIR 
Identical to No. 5018, but with. 
neeler. 


FICHEN LAUBS 


For Better Furniture 


350! BUTLER ST. PITTSBURGH | PA 
ESTABLISHED 1875 


HOSPITALS 


| 
chair 
without kneeler 
I 
I 
I | 
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POSITIONS WANTED 


DIETITIAN—-ADA—6 years experience; 
assistant. Desires administrative position, 
preferably southwest, far west. Available 
after July. Address Box E-16, OS- 
PITALS. 


THE MEDICAL BUREAU 
Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR, Medical; Master's de- 
ree cum laude, Hospital Administration; 
ve years, assistant director, university 

hospital; six ears, director, voluntary 

general hospital, 350 beds and on faculty, 
school for hospital administration. 


ADMINISTRATOR, M.S. (Hospital Ad- 
ministration); administrative residency, 
teaching hospital; four years, assistant ad- 
ministrator, 400-bed hospital; age 35; mili- 
tary duty completed. 
ADMINISTRATOR—Graduate nurse; B.S. 
(Nursing); M.B.A. (Hospital Administra- 
tion) ; ree years, director of nursing, 
university hospital; five years, assistant 
administrator, 450-bed hospital. 


ACCOUNTANT; B.S. (Accountin and 
Economics) six years, accountant, -bed 
hospital. 


PATHOLOGIST: Diplomate; three years, 
assistant of medical 
school and associate director, its teaching 
hospital, since 1947, director of pathology, 
350-bed hospital. 


PERSONNEL DIRECTOR; M.A. consider- 
able work towards PhD; six years, per- 
sonnel director in industry; three years, 
personnel director, 350-bed hospital. 
RADIOLOGIST; Diplomate; six years, di- 
rector, radiology, general hospital, 300 
beds; five years, chief department, teach- 
ing hospital, associate professor radiology, 
medical school. 


DIRECTOR OF NURSES: M.A.; consider- 


able work toward Ph.D.; since 1945, direc- 
tor of nursing, teaching hospital; prefers 
university school. 


WOODWARD 
MEDICAL PERSONNEL BUREAU 
(Formerly AZNOES 
Ann Woodward, Director 
185 N. Wabash, Chicago | 


When in need of medical or lay administrative 
personnel, or diplomates of the specialties to head 
departments, please write for recommendations of 
qualified candidates. Strictly confidential. 


ADMINISTRATOR—Medical; M.S., Public 
Health; Diplomate, (public health & poe. 
ventive medicine) ; ree years, Assistant 
Director, teaching hospitals; past five 


ADMINISTRATOR—Lay; 29; B.S., (busi- 
ness administration: Masters, H ital 
Administration; during school peri (4 
years) Cashier & Admitting Officer, serge 
ospitals, years residency, admin, teach- 
ing hospital; past two years, Assistant to 
Director, 500 bed teaching hospital, seeks 
Directorship, hospitals 200 beds; will cou- 
sider Assistantship, hospital 300 beds up. 


ADMINISTRATOR—Lay; Highly quali- 
fied all phases hospital administration; 
three years, associate director, 750 bed 
university hospital; on faculty, university 
school of hospital administration; prefers 
smaller hospitals, draft exempt. 


ADMINISTRATOR—Graduate Nurse; B.S., 
ten years, Director, 500 bed te gree gen- 
eral hospital, well-experienced public re- 
lations, fund raising; FACHA. 


ANESTHESIOLOGIST—Diplomate, Amer- 
ican Board of Anesthesiology; five years, 
director, department anesthesiology, im- 
portant university hospital. 


ADMINISTRATOR—Assistant; M.S., Hos- 
pital Administration; year’s hospital ad- 
ministrative residency; university hos- 
pital; several years, assistant administra- 


tor, general hospital, medium size; seeks 
same, large hospital; Nominee, ACHA. 


PATHOLOGIST—32;: BS.. MS., Ph.D. 
M.D., same leading medical school; Diplo- 
mate, pathologic anatomy; Board eligible, 
clinical pathology; 7 years, premedical 
training & instructor, pathology; 2 years, 
pathologist, leading cancer institute; seeks 
directorship, laboratory, small hospital, 
interested research. 


RADIOLOGIST 31; Diplomate, both 
branches, including radium; several years, 
assistant radiology, important clinic and 
450 bed university hospital; prefers hos- 
pital with major responsibilities in diag- 
nosis; DNB. 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 
332 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: B.S. Degree, southern 
university. Completed 1 years administra- 
tive residency, large eastern hospital; 2 
yeose administrator, 175 bed hospital, Vir- 
ginia. 


ADMINISTRATOR: M.H.A. Degree, 1945. 
3 years, 75 bed Michigan hospital; 5 years, 
85 bed hospital, Ill. New 35 bed unit re- 
cently constructed. 


ADMINISTRATIVE ASSISTANT: B.S. De- 
gree, New York  echthemen.f 2 years Audit- 
or; 3'g years Personnel Assistant and 
Office Manager. Available. 


BUSINESS MANAGER: Graduate Uni- 
versity of Wisconsin. 5 years experience 
as public relations manager and adminis- 
trative assistant. Courses in Accounting. 
DIRECTOR OF NURSING: M.A. Degree. 
15 years experience large mid-western and 
southern hospitals. 


EXECUTIVE HOUSEKEEPER: Course in 
Hospital Housekeeping. 5 ar experience, 
150 Michigan hospital. 3 years 250 bed 
Ohio hospital. 
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"ON WHOLE BLOOD PRESERVATION 


The BREWER-TITCHENER CORP. 
Refrigeration sales: 80 West Broad 


Mount Vernon New York 
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INSTANTLY 
| 
_poREX SS 
PROVER 
| $59.50 | | 
vaporous 
The iy impro’ feet oF 
maintaining good quality ventiiatic es up te 1500 cubic leet. > 
was NAVAL MEDICAL INSTITUTE approval — i 
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“God: Give me 


Smile, and hold back your tears: sHe 
must not see them. 


Keep secret the voice that is crying 
inside of you: sue must not hear it. 


Smile ...that she may sense no echo 
of the voice you heard this morning 
—the surgeon's voice, gentle and 
hopeless. “I’m sorry. I'm afraid we're 
too late.” 


“Too late...” Cancer, the most ter- 
rible scourge of all, last year killed 


70,000 Americans who would have 


lived if treated in time. Few indeed 
are the Americans whose lives will 
never be shadowed by this mon- 
strous and implacable enemy. It may 
be you. Your wife, your parents. 
Your children ... 


“Too late...” The bitter, pitiful truth 


Strike Back! 


the strength to smile... 


is that we Americans—the most gen- 
erous people on earth—have not yet 
contributed adequately to the war 
against cancer. And some are paying 
immeasurably in agony and grief, 
because there is not enough money. 


Is there hope—? Hope of a final, cer- 
tain cure for cancer—? 


Yes, there is hope. Night and day our 
medical laboratories are forging the 
swords of knowledge. But not as fast 
as we all wish and pray they were— 


wthere is not enough money... 


Far from enough! Last year, the 
American Cancer Society was able 
to allocate only $4,100,000 for cancer 
research—less than three cents per 
American per year! Yet, as things 
stand today, 22 million Americans 
will die of cancer—for cancer strikes 


Give to Conquer Cancer ! 


one out of five. How long can we re- 
main so indifferent to this monstrous 
thing—how many lives can we afford 
to throw away—? 


Wont you please contribute—now, be- 
fore you forget again? Please let your 
contribution be as large as your faith, 
and as heartfelt as your prayer... that, 
working together, we can lift this sor- 
row not only from our own time and 
nation, but from all the ages of man to 
come... 


- AMERICAN CANCER SOCIETY 
- GENTLEMEN: Please send me free : 
literature about cancer. 

Enclosed is my contribution of 
$.. _to the cancer crusade. 
NAME 


Simply address the env . 
“CANCER” c/o POSTMASTER : 
NAME OF YOUR TOWN , 


. 
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XTR 


| 
an effective, proven plasma 


volume expander for use 
in the treatment of shock 


s 


Gentran is a clinically effective and 
safe plasma volume expander designed 
for the prevention and treatment of shock 
due to hemorrhage, burns, surgical pro- 
cedures, and other conditions. Prepared 
for intravenous infusion, it is a sterile, 
nonpyrogenic 6% w/v solution of dex- 
tran in saline. / 

. .. does not intetfere with typing or 
cross-matching no refrigera- 


tion ... is liqui ordinary temperatures 


— —_+ + availableto your hospital ... 500 cc. 
. . . easily administered with 


standard Plexitron solution set... 


trade name 


products of 


available 


Gentran 


SOLUTION 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois « Cleveland, Mississippi 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES + EVANSTON, ILLINOIS 
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